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Many chronic dermatoses not responding to 
other methods of treatment over considerable 
periods respond favourably to ‘ Siccolam’. There 
is an immediate reduction in irritation and 
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THE NEW IMPROVED PRE— —COOKED 


CEREAL FOOD 


CEREX is a careful blend of cereals with the addition 
of essential minerals and Vitamin D instated amounts. 


CEREX is an essential component of the diet at 
weaning time. 


A COW & GATE TESTED STANDARDISED PRODUCT 


May we send you a sample for clinical trial ? 


COW & MILK FOODS 
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Proglas 
VITA-E 75 1.U. 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


after the method used at the Shute Institute for Clinical and 
Laboratory Medicine, Canada. © 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 


acetate) from vegetable oils, type VI, equivalent to 75 mgm, d.l. alpha- 
tocopheryl acetate. 


This therapy is today extensively prescribed in the U.K. 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “ BIOGLAN TOLMERS” 


Literature on request Phone: CUFFLEY 2137 
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THE SAFEST AND BEST PREPARATION OF E So B A N 
OPIUM 


Nepenthe contains all the constituents of opium and O IN TME NT 


has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best - . ° 

preparation of Opium as it does not cause the unpieas- For allergic and industrial dermatoses 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 


remains invariably constant. EsoOban ointment consists of the 
Packed in 2-0z., 4-0z., 8-oz. and 16-07. bottles, and essential unsaturated fatty acids 
for injection in }-oz. rubber-capped bottles, sterile, which promote healthy skin meta- 


bolism. It is readily absorbed, 


; self-sterilizing and is an_ ideal 
| ointment base compatible with the 
usual medicaments prescribed in 


Dermatology. 


& Company Ltd., 
Available in 2 oz. and 16 oz. jars 


BRISTOL 


SOUTHON LABORATORIES LTD. 
elephone.: elegrams : 
BRISTOL 21381 FERRIS BRISTOL LONDON, 

C Southon ) 


4 
‘ 
4 


51 


rD. 


Tue Lancet] THE LANCET GENERAL ADVERTISER 


Chilblains need 
not be a problem... 


Seasonal increases in chilblain cases mean still 
more demands on the busy practitioner. ‘‘ One 
ADAPRIN tablet t.d.s.” is now a favourite 
prescription among busy doctors for the speedy treatment of this trouble- 
some complaint — one or two tablets daily usually preventing the 
recurrence of symptoms. The modern composition of ADAPRIN also 
counteracts deficiency states of vitamins K and PP. 


Acetomenaphthone . 10 mgm. 


A D A Pp R I N Nicotinamide ... . 50 mgm. 


in each tablet 
Detailed Literature on request L 


Containers of 25, 100 and 500 


WARD, BLENKINSOP & CO, LTD. 


6, HENRIETTA PLACE, LONDON, W.1. 
LANgham 3185 ’ Duochem, Wesdo, London 


STRAINS 
& A new approach to Vaso - Dilatation 
SPRAINS 


New powerful penetrative agent ensures 
subcutaneous penetration of histamine 


It has long been recognised that histamine, in dilating the capil- 


laries, acts as a pain-reliever. In ‘ Algipan’ the difficulty hitherto 
experienced in applying the drug to the subcutaneous layers with- 
out injection has now been overcome. The potent penetrative 


agent methyl nicotinate enables surface applications of histamine 


to reach the deeper tissues, where it promotes an increased flow The penetrative, warming and 
> 


of blood and relieves pain. A comforting rubefacient action is pain - relieving properties of 
Algipan’ bring rapid relies. 
‘ Algipan’ is a pleasant non- 
greasy, water-soluble cream, 


6 Al sip an 9 - and only a very gentle rubbing 


is needed. 


exerted by the glycol salicylate and capsicin. 


* Trade Mark. 


JOHN WYETH & BROTHER, LTD., CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1. 


* The Trade Mark is the property of Laboratoires Midy, Paris. 
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HEXESTROL + PHENOBARBITAL 


Compressed tablets each containing 3 mgs. of Hexestrol (Dihydro- 
diethylstilbcestrol) and 20 mgs. of phenobarbital. Tablets are 
scored to facilitate dosage reduction. { Indicated in 
the treatment of menopausal syndrome, including 
nervous manifestations. {| Bottles of 20, 


50 and 100 tablets 


MANUFACTURED IN ENGLAND 
FOR 
G. W. CARNRICK CO. 
e 


Distributors: Brooks & Warburton Ltd., 240 Vauxhall Bridge Rd., London, S.W.1 


== CONFIDENT CONTROL 


Wc, Whether the individual requirements of the diabetic 
* patient call for prompt action or prolonged effect, 
confident control of carbohydrate metabolism can 
be achieved with one of the A.B. Insulins. 


INSULIN A.B. The original unmodified type. immedi- 
ately effective but acting for a relatively short time. 
* Sand 10 c.c. vials (20, 40 and 80 units per c.c.) 


GLOBIN INSULIN (with Zinc) A.B. A combination 
of insulin and globin which has a slower and more 
prolonged action than Insulin A.B. 


a mY : y . ‘ 5 c.c. vials (40 and 80 units per c.c.) 
ra PROTAMINE ZINC INSULIN A.B. A suspension of 


insulin precipitated by protamine which is absorbed 
slowly, thus delaying the initial action and prolonging 


z the effect for 12 hours and upwards. 
INSULIN A.B. 5 c.c. vials (40 and 80 units per c.c.) 


10 c.c. vials (40 units per c.c.) 


Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD. : THE BRITISH DRUG HOUSES LTD. 
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Dietotherapy 


For Mother 
and Child 


In the Service 
of Obstetrics 


HE physiological basis of “the longings 

of pregnancy” is, of course, plain 

hunger induced by the additional demands 

of foetal growth and the extra requirements 
for maintenance of maternal well-being. 


What expectant mothers “long for” i 
extra food in quickly accessible and palat- 
able form. While treatment therefore 
suggests itself, present-day: shortages and 
rationing make the purchase of supplemen- 
tary foods a difficult problem, especially 
during pregnancy, when shopping activities 
are necessarily restricted. 


For satisfying the keen-edged appetite of 
pregnancy, the prescription is—a quickly 
prepared, tasty meal consisting of first-class 
protein, carbohycrate and fat—as com- 
prised in ‘ Ovaltine’. This delicious food 
supplement provides malt, milk, cocoa, soya, 
eggs and additional vitamins ; it is readily 
available and is easily made up; meticulous 
laboratory control during different stages 
of manufacture ensures its entire purity 
and highest possible standard of quality. 


For pre-natal alimentation both for mater- 
nal strength and foetal development, 
‘ Ovaltine ’ is the preferred food beverage. 


Vitamin Standardization 
per oz. — Vitamin B;, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


Ovaltine 


A. WANDER LIMITED, LONDON W.1. 


Factory, Farms and Ovaltine Research Laboratories: ‘King’s Langley, Herts. 
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You can prescribe 
the following branded products, all of 


which fulfil N.HLS. specifications 


DALZOFLEX 
Elastic Adhesive Bandage 


DALZOBAND 

Zine Paste Bandage B.P.C. 

DALZOBAND (2) 

Zinc Paste Bandage Drug Tariff 
DALZOBAND (3) 


Zinc Paste Bandage c. Ichthammol 
Drug Tariff 


PETRONET 

Paraffin Gauze Dressing B.P.C. 
32” x 32” individual pieces in envelopes 
3?” x 33” tins of 5 pieces 

3?” x 3}” tins of 10 pieces 


SULPHONET 
Medicated Tulle Dressing 

(5°, Sulphathiazole) 
: 33” x 34” individual pieces in envelopes 
— a 34” x 34” tins of 5 pieces 


PERMALAST 


Cotton Elastic Bandages 
The crepe bandage which has many advan- 
tages over the ordinary crepe bandage. 


All available from your usual wholesalers or direct from the 
manufacturers 


Dalmas Ltd 


LEICESTER 
Est. 1823 
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How many swallows a day ? 


The sea lion may enjoy swallowing 
large quantities of fish, but the T.B. patient 
will welcome any scheme to help him with 
his frequent doses of ‘Paramisan.’ 

Cachets are, without question, the most 
acceptable method of oral administration. 
Consider these advantages : 


LESS “SWALLOWS” PER DAY. The ‘Paramisan’ Cachet 
contains 1.5g of Sodium para-Aminosalicylate—a relatively 
large amount. This is of gteat benefit with a drug which 
must be taken in quantity over a long period. 


EASY ADMINISTRATION. The ‘Paramisan’ Cachet, previously 
dipped for a second or two in water, is surprisingly easy to swallow 
with a draught of water. Cachets can be taken in quick succession 
without any difficulty. | 


CERTAIN DISINTEGRATION. The ‘Paramisan’ Cachet disintegrates 
quickly when swallowed. There is no danger of it passing through un- 
absorbed. 


NO UNPLEASANT TASTE. The ‘Paramisan’ Cachet leaves no unpleasant 
taste in the mouth—a great advantage over solutions and over some 
forms of granules. 


ACCURATE DOSAGE. The ‘Paramisan’ Cachet is simple to supply as an 
accurate dose, avoids waste and is thus an ideal way to buy and 
administer P.A.S. 


‘PARAMISAN SODIUM’ 


TRADE MARK BRAND 


SODIUM para-AMINOSALICYLATE 


CACHETS 


Each containing 1.5g. 


PACKED IN CONTAINERS of 100 and 500 


Literature and prices available on application to: . 
HERTS PHARMACEUTICALS LIMITED, Welwyn Garden City, England 
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No post-anaesthetic complications with 
*‘KEMITHAL’? SODIUM 
TRADE MARK (Thialbarbitone) 
Consistently good post-anaesthetic re- Both for induction and maintenance of 


covery is one of the notable features of | anaesthesia, ‘Kemithal’ has proved a 
‘Kemithal’ anaesthesia. Vomiting, rest- | highly efficient and satisfactory agent, 


lessness, or protracted depression | with the advantage of a relatively high 


following its use are infrequent. ; therapeutic quotient. 


‘Kemithal’ Sodium is issued in ampoules of 1 gramme and2 grammes in 
boxes of 5 and 25, with or without sterile distilled water in ampoules of 10 
c.c. and 20 c.c. respectively ; ampoules of 5 grammes ‘Kemithal’ Sodium are 
also available in boxes of 5. 


Literature and further information available, on request, from your nearest I.C.1. Sales Oftice— 
London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, Belfast and Dublin. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Ltd. 


! WILMSLOW, MANCHESTER 
Ph.115/3 
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Detailed information is 


available on request to the 
MEDICAL DEPARTMENT 


INTRAVENOUS IRON THERAPY IN 


IRON DEFICIENCY ANAEMIAS 
ASSOCIATED WITH 


PREGNANCY CARDIAC DISEASE 
ALIMENTARY INFESTATION 
RHEUMATOID ARTHRITIS AND 
ALL CASES INTOLERANT OR 
REFRACTORY TO ORAL IRON 


BENGER LABORATORIES LTD. <<" 
HOLMES CHAPEL 


CHESHIRE 
TELEPHONE’: HOLMES CHAPEL 3112 
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‘in spite of himself his fingers would 
move to his pitted cheeks until he 
became conscious of what he was doing 


and put his hands down.’ 


J. STEINBECK: THE WAYWARD BUS 


‘Eskamel’... 


a significant advance in acne treatment 


The adolescent patient, pitifully trying to hide with his hand the 
unsightly acne lesions on his face—the Acne Salute—suffers from a skin 
condition which may cause permanent psychological as well as physical disfigurement. 
In ‘Eskamel’, the active ingredients—sulphur and resorcinol—are incorporated 

in a new type of vehicle which enhances their therapeutic activity by facilitating 


intimate contact with the lesions. Being flesh-tinted and non-greasy, ‘Eskamel’ is 


virtually invisible in use and, therefore, ensures the ready co-operation of the patient. 


FORMULA : IMPORTANT 

Resorcinol 2°%, Sulphur 8%, | ‘Eskamel’ should be prescribed in 
in a stable grease-free, flesh- l-oz. tubes or multiples thereof. This 
preparation is designed to dry quickly, 


and to prevent evaporation it is issued 
in specially lined 1-oz. tubes. 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 


EMPIIO 


for Smith Kline & French International Co., owner of the trade mark ‘ Eskamel’ 
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In penicillin therapy 


‘DISTAQUAINE’ 


brand 


preparations of procaine penicillin offer the 


following advantages: 


Aqueous, containing neither oil nor wax 
Easy to prepare and administer 
Least possible pain on injection 


Effective blood levels up to 24 _ hours 
following administration 


Dry syringe unnecessary 


Equipment easily cleaned after use 


* DISTAQUAINE’ SUSPENSION, vials of 10 c.c. (300,000 i.u. per c.c.) 
*‘DISTAQUAINE’ G, vials of 300,000, 900,000 and 3,000,000 iu. 
*‘DISTAQUAINE’ FORTIFIED, vials of 400,000 and 1,200,000 i.u. 
available from 
ALLEN & HANBURYS LTD. BRITISH DRUG HOUSES LTD. 
BURROUGHS WELLCOME & CO. EVANS MEDICAL SUPPLIES LTD. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


‘Distaquaine,’ a registered trade mark, is the property of the manufacturers 


THE DISTILLERS COMPANY 


SPEKE LIVERPOOL 
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A NEW OXYTOCIC 


ANDOZ 


METHERGIN 


Clinically, Methergin shows an oxytocic action which is 
1.5-2 times more powerful than that produced by the 
natural alkaloid and has a more prolonged duration of 
effect, lasting up to 8 hours. It exerts no untoward 


action on blood-pressure. 


Methergin, a preparation of methylergometrine tartrate, 
is the result of partial synthesis. The addition of this 
compound to the range of preparations indicated for the 
treatment of obstetrical and gynaecological 3 haemorrhage, 
marks a real advance from the clinical viewpoint and 
will be welcomed in a world where ergot has become 


extremely scarce. 


NEW FORM : Tablets of 0.125 mg. 
Ampoules : Oral Solution 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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Easing the way... 


Us 


Although the adage ‘life begins at forty’ may be true in theory, 
it is in practice that we realise that it is not long before the difficult 
milestone of the menopause is reached. The years of stress may be 
eased by the timely administration of a preparation designed to 
counteract the depression, nervous phenomena, and vasomotor 
disturbances so troublesome to women patients. 


Euvalerol M contains an odourless: preparation of valerian’ with 
} grain (16 mg.) phenobarbitone and 0°1 mg. stilbcestrol in each fiuid 
drachm. Its use is followed by marked diminution of symptoms and 
rapid restoration of emotional balance. 


EUVALEROL 


In bottles of 4 and 8 fluid ounces. 


Literature on application. 


ALLEN & HANBURYS LTO: LONDON: E-2 


TELEPHONE BISHOPSGATE 320/ (12 LINES). 


TELEGRAMS CREENBURYS, BETH, LONDON” 
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THIAGETAZONE THERAPY 


An important advance in the treatment 
of LEPROSY and TUBERCULOSIS 


THIAGETAZONE 


(p-Acetylaminobenzaldehyde Thiosemicarbazone) 
TABLETS OF 25 MG. | 
Bottles of 50 or 250, and in bulk 


ID 


Literature and further information on request from the Medical Department 
BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 


16 


8.72 


17, 1951. 


FOR THE RELIEF of bronchial asthma, a choice of ‘ Neo- 
Epinine’ preparations is available. Almost immediate 
relief is obtainable by oral inhalation of No. 1 Spray 
Solution, a plain 1 per cent aqueous preparation. The 
20 mgm. compressed products, placed beneath the 
tongue, act within 5-10 minutes. Stubborn cases need 
oral inhalation of No. 2 Compound Spray Solution 
which contains 1 per cent of drug with 2 per cent of 
papaverine and 0°2 per cent of atropine methonitrate. 


‘Neo-Epinine’ 


IN THE TREATMENT OF ASTHMA 


BURROUGHS WELLCOME &CO. 


LONDON 
17 


(THE WELLCOME FOUNDATION LTD.) 
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THE ESTABLISHED TREATMENT 
FOR PERNICIOUS AND 
OTHER MACROCYTIC ANAMIAS 


== 


| 


Further evidence that the therapeutic action of liver extract 
in pernicious and other macrocytic anemias depends upon 
the presence not only of a primary factor, vitamin B,,, but 
upon the presence also of accessory factors was presented by 
several speakers at the recent International Congress of 
Hematology held at Cambridge (see Lancet, September 23rd, 
| 1950, p.407). 

Until the part played by these factors, both primary and 
accessory, is clearly defined the use of Anahemin, which for 
over a decade has proved to be completely effective therapy, 
is both rational and in the best interests of the patient. 
Every batch of Anahemin is clinically tested before issue. 


ACOBIN; 


Solution of PURE crystalline vitamin B12 
Occasionally, cases of pernicious anemia arise which cannot 
be treated satisfactorily, even with Anahemin, because of 
hypersensitivity. For the temporary treatment of such cases 
Anacobin is available. 


Further information is available on request. 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 


Anab Anob/E/4a. 
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MYOCARDIAL ISCHAMIA AND ITS 
SURGICAL RELIEF * 


Grorce A. Mason 
V.R.D., F.R.C.S. 


SENIOR SURGEON, REGIONAL THORACIC SURGERY CENTRE, 
SHOTLEY BRIDGE HOSPITAL, NEWCASTLE UPON TYNE 


THE term cardiac ischemia, or preferably myocardial 
ischemia, conveniently denotes anemia of the heart 
muscle, generally due to degenerative and obstruc- 
tive changes in the coronary vessels—coronary-artery 
sclerosis. 


Morgagni recognised coronary-vessel sclerosis post 
mortem in 1707 and described it in his De Sedibus et 
Causis Morborum (1761). 


** As I examined the external surfaco of the heart, the left 
coronary artery appeared to have been changed into a bony 
canal to the extent of many fingers breadth, where it embraces 
the greater part of the basis. And part of that very long 
branch, also, which it sends down upon the anterior surface 
of the heart, was already become bony to so great a space, 
as could be covered by three fingers placed transversely.” 

Attention may be drawn very forcibly to the presence of 
myocardial ischemia by an attack, or attacks, of angina 
pectoris, a term usually associated with the name of 
Heberden, who named and described it in 1772. The 
description which follows is taken from his Commentaries, 
published in 1802, and is as good as any which has been 
given since : 


“ But there is a disorder of the breast marked with strong 
and peculiar symptoms, considerable for the kind of danger 
belonging to it, and not extremely rare, which deserves to be 
mentioned more at length. The seat of it, and the sense of 
strangling, and anxiety with which it is attended, may make 
it not improperly called angina pectoris. 

“They who are afflicted with it, are seized while they are 
walking (more especially if it be up hill, and soon after eating), 
with a painful and most disagreeable sensation in the breast, 
which seems as if it would extinguish life, if it were to increase 
or to continue; but the moment they stand still, all this 
uneasiness vanishes. 

“Tn all other respects, the patients are, at the beginning 
of this disorder, perfectly well, and in particular have no 
shortness of breath, from which it is totally different. The 
pain is sometimes situated in the upper part, sometimes in 
the middle, sometimes at the bottom of the os sterni, and 
often more inclined to the left than to the right side. It like- 
wise very frequently extends from the breast to the middle 
of the left arm. The pulse is, at least sometimes, not disturbed 
by this pain, as I have had opportunities of observing by 
feeling the pulse during the paroxysm. Males are most liable 
to this disease, especially such as have past their fiftieth year. 

“ After it has continued a year or more, it will not cease 
so instantaneously upon standing still; and it will come on 
not only when the persons are walking, but when they are 
lying down, especially if they lie on the left side, and oblige 
them to rise up out of their beds. In some inveterate cases it 
has been brought on by the motion of a horse, or a carriage, 
and even by swallowing, coughing, going to stool, or speaking, 
or any disturbance of mind. . . . The termination of angina 
pectoris is remarkable. For if no accident intervene, but the 
disease go on to its height, the patients all suddenly fall down 
and perish almost immediately. Of which indeed their frequent 
faintness, and sensations as if all the powers of life were failing, 
afford no obscure intimation.” 


Jenner (cited by Gibson 1898) is said to have suggested 
that the symptoms of myocardial ischemia might be 
due to coronary disease. Brunton (1867), considering that 
angina might be due to vascular spasm, relieved it with 
amyl-nitrite inhalations. 

The coronary vessels when sclerosed are particularly 
liable to thrombosis, and the resulting increased or even 
completed obstruction causes necrotic changes or inflam- 


*A guest lecture given in the department of surgery, Post- 
graduate Medical School of London, on June 9, 1950. 
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mation in the heart 
Herrick (1912) showed that the sev erity of coronary 
thrombosis varied in different patients, that it could 
often be diagnosed during life, and that a patient could 
and often did recover from an attack. 


John Hunter is an early reminder that this is often 
a ‘‘doctor’s disease,’ and his suffering from it, the 
manner of his death, and the necropsy findings were 
fully described by his brother-in-law Edward Home 
(1794). 

Angina is now generally regarded as due to myocardial 
anoxemia; this is almost always a consequence of 
coronary sclerosis and, though occasionally it may be 
due to such causes as severe anemia, paroxysmal 
tachycardia, or hyperthyroidism, there is often an 
associated vascular disease. 

Levine (1936) and others have emphasised that 
‘angina pectoris’’ and ‘“‘ coronary sclerosis’’ are not 
synonymous. The absence of the former does not exclude 
the presence of the latter. Though there are almost 
always associated structural changes in the coronary 
vessels if angina is present, it cannot be too strongly 
emphasised that they are often present without angina 
—just as the absence of claudication does not necessarily 
exclude peripheral sclerosis. 

Clinically, though myocardial ischemia is often 
manifested acutely and even dramatically by angina or 
coronary thrombosis, in many cases its indications are 
more insidious: there may be shortness of breath on 
exertion, a sense of oppression in the chest, or other 
sign of cardiac dysfunction, such as congestive cee 
auricular fibrillation, or heart-block. 


Thrombotic obstruction of certain large vessels is 
constantly associated with characteristic areas of 
infarction. The descending branch of the left coronary 
artery is a favourite site for occlusion, and infarction of 
the anterior wall of the left ventricle and of the apex 
results. 

The infrequency with which an area of infarction (or 
subsequent fibrosis) extends through the whole thickness 
of the wall, but rather extends some distance along it, 
has been emphasised by King (1941). If this were not so, 
ventricular aneurysm and rupture would occur more 
often. The main vessel may escape, and thromboses in 
the smaller branches tend to be multiple. Sometimes 
these are difficult to detect by the naked eye, and micro- 
scopical examination is required. The affected muscle 
degenerates and its place is taken by sclerotic tissue : 
hence irregular areas of fibrosis may be found throughout 
the lieart. 


By escaping thrombosis the narrowing of the larger 
vessels may proceed more slowly, and a diffuse replace- 
ment fibrosis of the heart muscle in the affected area 
results. Death eventually takes place, either slowly from 
progressive heart-failure or suddenly from a fatal 
‘*‘ heart attack.’ Beck (1943a) has sought to reproduce 
the latter experimentally, and describes the mechanism 
graphically : 

“The fatal heart attack is similar to a convulsive seizure. 
It is now recognised that an area of anoxemia in the brain 
gives rise to a convulsion. This focus on the brain has been 
referred to as a trigger. The trigger discharges and from it 
emanate impulses to other parts of the brain. These produce 
a generalised convulsion. An analogous condition exists in 
the heart. A trigger can be made by ligation of four or five 
coronary channels supplying an area of heart muscle two or 
three centimetres in diameter. This area of myocardium 
becomes cyanotic after these arteries are ligated and suddenly 
something happens which destroys the coérdinated heartbeat. 
Some fibres are contracted while others are elongated and the 
ventricles become a writhing squirming mass of muscle which 
does not pump out any blood. The term ventricular fibrillation 
is applied to this condition and, as you know, it is fatal. It 
is similer to a convulsion of skeletal muscle and the term 
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convulsion of the heart might well be applied to this condition. 
I believe if we could actually observe the heart in fatal attacks 
we would prefer to use the term convulsion of the heart rather 
than ventricular fibrillation. 

“T should like to return to the experiment in which we 
ligated arterial channels to produce a trigger. I should like 
you to visualise an experiment in which we ligate four small 
channels to a small area of myocardium. We can observe the 
cyanosis of this small area of myocardium. Now if we go no 
farther with our ligation we can close the operative wound 
and the animal will recover. If we go ahead and ligate the 
fifth channel to this small area of myocardium the trigger will 
discharge, destroy the codérdinated beat, and produce death. 
This fifth small channel then can be regarded as the ‘ last 
straw.’ It makes the difference between life and death. 
This vessel carries a small amount of blood, and a small 
amount of blood can make the difference between life and 
death. This small amount of blood can be looked upon as a 
blood-bath, I do not think we can overemphasise the impor- 
tance of a small amount of oxygenated blood delivered to that 
part of the heart where the blood supply is deficient. Those 
who are adversely critical of this research will please bear in 
mind that a small amount of oxygenated blood can be signifi- 
cant. It can save the life of the individual who has a trigger 
zone developing in the heart. I need scarcely remind you that 
when death occurs from a heart attack it is usually sudden 
and unexpected. Usually there are no signs of heart-failure. 
This is a physiological derangement and it is as effective as 
turning the ignition switch in a smoothly working motor. 
The trigger zone may be important anatomically. No doubt 
it could be excised experimentally if one cared to do so and 
the animal would be left with a good heart. A new set of 
coronary arteries is not necessary to prevent a small localised 
trigger from discharging. A blood-bath can be effective.” 


Beck found repeatedly that the ligation of four or five 
small arteries over the left ventricle was a fatal procedure, 
the ventricle going into fibrillation. Then he narrowed 
the two main coronary arteries, reducing their bore 
by about a third, and this degree of obstruction was 
tolerated. In the second series of experiments a general- 
ised anoxemia was produced, compared with a localised 
but severe anoxemia of a small part of the myocardium 
in the first series: the former was tolerated, although 
the entire coronary circulation was reduced to a greater 
extent, and the latter was not. 


Injection experiments demonstrate the existence of 
anastomoses between the right and left coronary vessels, 
and these must provide some protection against the 
consequence of coronary occlusion. These probably 
increase in number as well as in capacity when an 
inflammatory focus, such as that after an infarction, 
develops in the myocardium. Pericardial adhesions 
are another source of vascular protection against the 
consequences of coronary occlusion ; but King remarked 
on the astonishing infrequency with which they are 
found in view of the frequency of pericardial friction. 

Even 80, clinically, I believe that the development of 
pericarditis in a case of coronary thrombosis is often 
welcomed as of good prognostic import. Thus it may 
be that surface inflammation in disease has some bene- 
ficial effect on ‘‘deep’’ vascularity, as it does in 
experimental work. 


Feil (1943) has compiled a table from the literature 
showing the average duration of life after onset of the 
symptoms in several series of cases of coronary sclerosis. 
The grave prognosis is obvious—in some 1728 cases the 
duration of life was 3-7 years. His analysis of 256 cases 
in which death took place in Lakeside Hospital, Cleve- 
land, from myocardial infarction and which had received 
conventional medical treatment, shows how short was 
the course run by the disease in most of the cases. He 
says that medical therapy ‘‘ does not in any way alter 
the underlying progress of these changes.”’ 


Palmer’s (1937) statement, however, that 73% of 
patients may expect to be still alive at the end of four 
years, and 38% at the end of ten years, must be borne 


in mind. We all know of people who have lived for 
many years after coronary thrombosis, but Palmer’s 
figures presumably refer to survivors (after- initial 
recovery), and my impression has always been that the 
prognosis is much worse than this—more approaching 
Feil’s figures. 

SURGICAL TREATMENT 


Probably almost as many people die of coronary disease 
as die of cancer and, as medical treatment is of little 
avail, it is important to see whether surgery has anything 
to offer. At least it can offer an opportunity for the 
further study of ‘living pathology,’’ and the taking of 
such opportunities elsewhere in the body has usually 
led to progress. As Beck (1943a) says : 

“Tf a car does not run, someone has to lift up the hood 
and look. We are now entering the era of direct examination 
and manipulation in the cardiovascular field.” 


Surgical treatment to date can be considered under 
the following headings : 


(1) Attempts to reduce metabolic activity and thus the 
demands made on the heart. 


(2) Interruption of nervous pathways to eliminate pain. 


(3) Stimulation of intercoronary compensating circulation 
by obstructing the flow in the cardiac veins. 
(4) Operations to improve the vascularity of the heart 


muscle by the provision of extracardiac collateral 
vessels. 


Attempts to Reduce Metabolic Activity 

Attempts to reduce the strain on the heart by reducing 
the level of thyroid activity were made in the years 
between the wars (Blumgart et al. 1933). Such treatment 
is really only palliative and condemns the patient to a 
reduced level of existence. I have no experience of it 
and believe that it is now discarded. Actually one of 
my better grafting results has been in a lady who could 
not, because of angina, take the thyroid extract necessary 
to control her (idiopathic) myxedema. 


Interruption of Nervous Pathways 

Jonesco’s (1920) cervical sympathectomy, Leriche’s 
stellate ganglionectomy (Leriche and Fontaine 1927), 
Mandl’s (1925) injection and White’s (1929) excision of 
the upper dorsal chain, Singer’s posterior and Raney’s 
(1939) anterior rhizotomy, and now Fauteux’s peri- 
coronary neurectomy are proceedings which have all 
had their advocates; indeed some are still practised. 
Again, however, they are only palliative and cannot 
properly compensate the heart for its diminished blood- 
supply—the essence of the condition—at any rate if 
anything like normal function is required of it. 

Injections of the sympathetic ganglia may be indicated 
on humanitarian grounds and often relieve the distressing 
pain of a patient who is unsuitable for other procedures 
and resigned to a quiet life. Great skill and accuracy is 
needed to ‘‘ site’’ these injections and probably anzs- 
thetists used to paravertebral and sympathetic injections 
are most suited to do this work. The method is not 
altogether free from risk, and I have seen, especially 
where bilateral injection has been necessary, the conse- 
quent fall in blood-pressure apparently initiate coronary 
thrombosis. After injection neuritic intercostal pain may 
persist and may be extremely severe. Palmer (1937) 
cites a patient who said that when he had his angina he 
was afraid he might die from it, but when he had neuritis 
he was afraid he might not die. 


Obstruction of Venous Return from Heart Muscle 

Gross et al. (1937) have shown that occlusion of the 
coronary sinus in the dog causes an increase in the 
coronary tree and in the intercoronary anastomotic 
vessels. Preliminary preparations of a dog’s heart in this 
way made it well-nigh impossible to produce infarction 
by tying the anterior descending branch oi the left 
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coronary artery. Fauteux and Palmer (1941), recalling 
work in the 1914-18 war which demonstrated the 
increased safety attending ligation of a main artery when 
its corresponding vein was tied, experimented with liga- 
tion of the great cardiac vein. Ligation of this protected 
dogs from subsequent infarction after ligation of the 
coronary branch. This finding was applied to the treat- 
ment of coronary disease in 10 persons, of whom 9 had 
severe angina and the 10th had several attacks of coron- 
ary thrombosis; he was the only one to die soon after 
the operation, and death was said to be due to a tension 
pneumothorax. The 9 other patients were entirely freed 
from their anginal pain except 1, and he was much 
improved : 2 died, 1 three months later and the other 
thirty months later, and the remaining 7 were all well 
and working at their old jobs four to six years after 
operation. 

It is suggested that mechanical distension of the direct 

arteriovenous communications, said to be present in the 
human heart, is the most important factor in Fauteux’s 
operation. He later increased the scope of this to include 
removal of sympathetic and parasympathetic plexuses 
at the roots of the great vessels, thus interrupting impulses 
to and from the myocardium via the coronary vessels 
but not interfering with the pacemaker (Fauteux 1946). 
In 10 of these combined operations, 7 of the patients 
were free from pain and returned to work, but 2 were 
tired and complained of tightness in the chest. There 
were 3 postoperative deaths—2 from thrombophlebitis 
and 1 from coronary occlusion three months later. It 
is not known to what extent pericardial adhesions (which 
might in themselves be beneficial) have formed in these 
cases. 
Beck (cited by Blalock 1949) has done a great deal of 
new experimental work in which he has attempted, by 
anastomosing a systemic artery to the coronary sinus, 
to reverse the coronary circulation. He has found it 
possible to apply this procedure to patients with coronary 
insufficiency, and success has been claimed. As severe 
and hazardous operations are entailed, and as the possi- 
bility of such a circulatory reversal has not yet been 
generally accepted, further knowledge of this work is 
required before its utility can be assessed. 


Operations to Improve Vascularity of Heart Muscle by 
Initiating Surface Inflammation and Provision of 
Exiracardiae Collateral Vessels 

This is where my own interest has particularly lain. 
Neurectomy and thyroidectomy both imply acceptance 
of a vascular status quo in the myocardium ; the proposi- 
tion of bringing an additional blood-supply thereto, or 
of insuring against further vascular catastrophies therein, 
seems much more attractive. 

A close friendship with Laurence O’Shaughnessy 
enabled me to follow this work from the beginning. Like 
Beck he was one of the pioneers in both the experimental 
work (O’Shaughnessy 1936) and its clinical application. 
It has been proved, I think beyond question, that a 
collateral extracardiac circulation can be established, 
whether intercostal muscle, substernal fat, omentum, or 
lung be grafted or an artificial pericarditis alone be 
provoked. O’Shaughnessy’s greyhound (O’Shaughnessy 
1936), a host of injection pictures in the literature, and 
the protocols of experiments demonstrating the immunity 
with which coronary vessels can be tied after grafting, 
demonstrate the value of this method in the laboratory 
animal. 

Beck’s beautifully detailed experiments show that the 
provision of what he describes as a ‘‘ blood bath”’ can 
prevent a myocardial trigger from discharging. This 
blood bath can be provided by improving the inter- 
coronary anastomosis in the myocardium both by 
provoking inflammation on the surface of the heart and 
by grafting on to that surface some vascular tissue such 


as mediastinal fat, parietal pericardium, parietal muscle 
tissue, lung, or omentum. The experimental work 
referred to has shown that with a good successful graft 
innumerable small vessels, often minute, establish 
vascular continuity between the vessels of the graft 
and the coronary circulatory system rather than by the 
formation of large new vessels. However, it has been 
shown that the formation of these vessels seems to be, 
to some extent, in proportion to the degree of obstruction 
present in the original coronary vessels. It is, for instance, 
easier, in the experimental animal, to demonstrate 
formation of vessels after grafting, if the coronary artery 
to the grafted area has already been tied. Beck’s work 
also seems to show that the new vessels, as well as the 
pre-existing anastomoses between the adjacent coronary 
arteries, can increase in size with slowly progressive 
occlusion of the coronary artery (Beck 1943b). 

All O’Shaughnessy’s results—and he had accumulated 
a considerable volume of material—are not available. 
After he was killed at Dunkirk, the key to his material 
was held by H. E. Mansell, the enthusiastic physician 
who coéperated with him. Mansell unfortunately died 
early in the war, and the records now seem to have been 
scattered. His latest figures in my possession are those 
published by Davies et al. (1938). Of 20 cases reported, 
15 had angina, and 5 had other symptoms of cardiac 
ischemia. Of the first group 5 died within three months 
of operation—1 of these from rupture of the ventricle 
during operation. Of the 10 who lived 8 resumed more or 
less normal life. In. the second non-anginal group of 5 
cases, 1 death was recorded, all 5 were much.improved. 
The operations employed were cardio-omentopexy both 
transpleural and extrapleural, pericardiotomy with intro- 
duction of ‘ Aleuronat’ paste, and cardiopneumopexy 
(Lezius 1937). 

Strieder (1941) reported a case of a man, crippled by 
angina, who obtained very great, but not complete, 
relief from cardio-omentopexy but died suddenly six 
months later after the operative correction of partial 
herniation of the stomach through the diaphragm : 

“At autopsy, the graft was securely in place, and on 
injecting the spegimen through the superior mesentery artery, 
it was evident section and on X-ray that there was a 
rather rich vascular ingrowth from the raft into the 
myocardium. There was diffuse fibrosis throughout the 
myocardium.” 


The latest results I have of Dr. Beck’s are those pub- 
lished by Feil (1943). Among 37 cases treated by Beck’s 
technique there were 14 postoperative deaths. 9 patients 
who survived the operation but died from four months 
to six years later were studied after death: 4 showed 
little improvement, and in 5 the results had been excel- 
lent. Of the 14 patients who survived at the time of 
publication 9 were definitely improved, 5 showing an 
increase in exercise tolerance and diminution of 
symptoms. 

Feil classified the results of the 23 who survived the 
operation as excellent 14, good 5, and little or no improve- 
ment 4. He says the operation gave relief to the 14 
surviving when he wrote, and that 5 others had been 
greatly benefited. One of Beck’s patients underwent 
successfully a course of convulsion therapy for depression 
—a pretty good rest. 

Thompson and Raisbeck (1942) described as especially 
suitable for ‘‘ poor risk ” cases the insufflation of sterilised 
tale into the pericardial sac whereby an adhesive peri- 
carditis might produce similar benefit. Thompson (1949) 
has reported a series of 36 seriously handicapped patients. 
Of these, 6 died and 26 of the remainder were improved, 
being classified as good or excellent; in 4 the results 
were poor, but 8 were completely relieved of their angina 
and considered themselves practically normal. The 
criteria of rehabilitation were relief of anginal pain, 


| 
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increase of exercise tolerance, ona ability of the ray 
to fend for themselves and return to gainful occupation.f 


SELECTION OF CASES 


Most physicians still being sceptical about the utility 
of these operations, we have not been able to pick and 
choose our patients. Most of those with whom we have 
been concerned have been bad risks and often, rendered 
desperate by their disability, have pleaded for operation. 
Strangely enough, some of the worst cases have been most 
successful, whereas some of the “ early ’ deaths occurred 
among the comparatively fit. At necropsy, however, 
even these latter were always found to have had a 
more severe degree of coronary disease than had been 
appreciated clinically. 

Feil (1943) remarked that the operation mortality 
was highest among the first patients operated on, because 
these, who had angina on slight exertion, had serious 
coronary disease and associated cardiovascular changes. 
{In our series, although the type of case latterly has not 
much improved, the mortality has; however, we feel 
that the improvement has been due rather to improved 
technical handling. Gross hypertension has not neces- 
sarily been regarded as a contra-indication, and this 
possibly may have been an unfavourable factor in some 
of our cases ; but, on the other hand, some of our favour- 
able results have been in this group. We have learnt to 
avoid cases showing gross cardiac enlargement, renal 
changes, or pulmonary infection. Similarly, it seems 
better at present to reject those who have had multiple 
coronary infarctions and those in whom there is clinical, 
radiological, kymographic, and possibly electrocardio- 
graphic evidence of severe myocardial damage. 

Ideally, and in principle, grafting seems to be indicated 


t Since this lecture was delivered Forrester-W ood (1950) has reported 
4 cases of angina apparently benefited in this way. 
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‘for the relief of engined pain and, in ‘those who have 
had an infarction, as an insurance against the conse- 
quences of further thromboses. 


AN ZSTHESIA 


I am indebted to Dr. Joan Millar, our senior anes- 
thetist, for the following details of our current anzsthetic 
practice. The choice of suitable anesthetic agents for 
patients who have had coronary thrombosis is often 
difficult. Many of these patients belong to the older 
age-group and are apprehensive about the condition of 
their heart and its ability to withstand the strain of a 
major operation. On the other hand, some of the worst 
operative risks are desperately anxious to avail them- 
selves of any chance of relief and a return to something 
approaching normal existence. Hypertension is often 
a complicating factor. Immediate postoperative deaths 
in these patients are usually the result of a further 
coronary thrombosis or of cerebral thrombosis ; hence 
a marked fall in blood-pressure should be avoided. On 
the one hand the circulation must not be overloaded with 
large quantities of intravenous fluids, on the other 
there must be no dehydration during the period when 
the patient cannot drink freely. 

We have found local anesthesia unsuitable; the 
injection of local anesthetic solutions and consequent 
delay in starting the operation have a demoralising effect, 
often making these patients grey, anxious, and liable to 
“anginal attacks.” General anesthesia is preferable, 
especially when the proposed operation involves opening 
the pleura or diaphragm. Premedication should be light 
but adequate for a smooth induction with a cautious dose 
of thiopentone. The subsequent anesthetic technique 
must provide high concentrations of oxygen and light 
anesthesia without excessive respiratory movements. 
Cyclopropane seems to have many advantages but is 


POSTOPERATIVE DEATHS 


Blood- | 
Case Age| | ion pressure | Date of | Date ot 
no. Disability (mm Operation opera- |g | Cause of death 
t | death 
symptoms Hg) ion | 
1 34) 3-4 years | Unable to work; arigina | 140/90 | General anesthesia ; transpleural | July Pulmonary 
| , of effort (100 yards) | | eardio-omentopexy ; graft su- | 1937 | oedema and 
due to emotion and | tured | | | atelectasis 
| sometimes at rest | | | 
2; 45) F 4 years Angina with any effort 245/160 General anesthesia ; transpleural Oct. 18, Nov. 26, Cerebral 
| | (even at rest in bed) | cardio-omentopexy ; graft su- | 1937 | 1937 | thrombosis 
| and emotion tured 
| | | 
3 38| F 2 years Constant attacks of an- 135/100 General aneesthesia ; transpleural | July | 6, | Syphilitic 
| . gina even at rest | cardio-omentopexy 193 938 | aortitis, &e. 
4 73  M_= 2-3 years Severe anginal pain,some- 190/90 | General anesthesia; transpleural Aug. 19, Aug. 23, | Broncho- 
| times at rest or with | cardio-omentopexy ; abrasion | 1938 | 1938 | pneumonia and 
| emotion | with aleuronat paste | angina pectoris 
5 53 M_ 6months Increasing dyspnoea and , 130/75 | Local anesthesia ; cardio-omento- | Nov. 1, Nov. 8, | Coronary 
| cardiac asthma after | pexy through Larrey’s angle, 1943 1943 thrombosis and 
coronary thrombosis ; | and abrasion with aleuronat | | | pulmonary 
| bedridden | paste | | infarction 
6 37 8 years Angina after a few yards 210/150 Local anesthesia; anterior peri- | Nov. 10,' Nov. Coronary 
1 | cardiotomy, abrasion of peri- | 1944 | 1944 | thrombosis 
| cardium, and insufflation of | | 
| asbestos (Beck) | 
7 58 | 3%/, years Following coronary throm- 164/98 | Local anesthesia ; anterior peri- | | May 10, 31, Cerebral 
bosis, angina of effort cardiotomy, abrasion of peri- | 1945 1945 thrombosis 
(100 yards) after meals | cardium, and insufflation of | 
| or even turning in bed asbestos (Beck) f | | | 
8 47| M = 4-5 years Almost bedridden with 170/110 Local anesthesia; anterior peri- | June 20,; June 22, Cerebral 
angina and claudication cardiotomy, abrasion of peri- | 1945 | 1945 thrombosis 
| following attacks of cardium, and insufflation of 
te coronary thrombosis asbestos (Beck) | 
9 58! Lyear Angina. following coron- 170/90 General anesthesia ; anterior car- July 21, | Aug. 11, Palmonary 
ary thrombosis, on least dio-omentopexy ; omentum ap- 1947 1947 | embolism 
| exertion; unable to plied to heart abraded by | | 
| work asbestos powder | 
| | ; 
10 | 47 M 9months Coronary thrombosis fol- 152/79 | General anesthesia ; anterior car- | Jan. 31, Feb. 1, | Coronary 
lowed by angina of dio-omentopexy ; omentum ap- | 1948 , 1948 | thrombosis 
effort ; unable to work 
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| Blood- 
| | Duration | 
Sex| of | Disability 
{ | | symptoms | Hig) 
13 53 | F | 9 months | Severe progressive an- | '180/100| March 5, 1937 : general anes- 
| gina on slightest ex- | 
| ertion or excitement, 
| latterly bedfast 
12 | 58; M | 18 months) Gross 


angina of effort (50 
yards) 


18 months, Angina of effort and | 230/110 


MR. MASON: MYOCARDIAL ISCHAMIA AND ITS SURGICAL RELIEF 


thesia ; transpleural cardio- 
omentopexy ; graft stitched 
to heart 


hypertension ; 240/135 April 1, 1941: general anzes- | 

| } thesia ; pericardium opened 
through Larrey’s angle; | 
omentum applied to heart | ary atheroma, large fatty 
| after application of aleu- 
| ronat paste 


April 17, 1949 : general anzes- 
thesi 
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TABLE II—CASES UNRELIEVED 


Post- 
| operative 
survival 


Operation Comment 


2 months 


No relief; necropsy showed 
graft diffusely adherent, peri- 
cardial sae obliterated, and 
chronic interstitial nephritis 


2'/,; years Slight relief only and eventu- 
ally pain as bad as ever; 
necropsy showed gross coron- 


heart with dilated right side, 
pulmonary congestion, and 
graft only adherent over 
small area 


14months' No relief admitted; wide- 


reathlessness ; very | a; anterior cardio-— spread pains; breathless ; 
neurotic and hyper- omentopexy ; omentum ap- gross hyperpiesia ; very 
tensive 


| 


| 
| | 


plied to heart abraded by | 
asbestos powder | 


anxious, difficult to assess, 
no beneficial effect 


liable to cause arrhythmias; hence for a while we 
preferred ether-oxygen anesthesia. Latterly we have 
used light general anesthesia with thiopentone, nitrous 
oxide, and oxygen, with curare to control excessive 
respiratory movements. Cardiac irregularities due to 
manipulation of the heart are minimised by instilling 
1% procaine into the pericardium and a continuous 
intravenous infusion of procaine in 0:2% or 0-:1% 
solution. 
SURGICAL METHODS 


The operative techniques used have varied with the 
condition of the patient and with increased experience. 
Where the patient’s general condition has been bad, an 
extrapleural pericardiotomy (Davies et al. 1938) through 
Larrey’s angle after removal of the 7th costal cartilage 
has been used, and either aleuronat paste smeared over 
the pericardial sac or asbestos powder insufflated into 
it. In the earlier cases the original O’Shaughnessy 
anterolateral thoracotomy and transpleural exposure of 
the heart were used, and a pedicled graft of great 
omentum was brought up and applied to the heart. In 
one of these cases a loop of colon passed up the centre 
of the omentum and became strangulated ; now we pass 
** obstructing ’’ stitches across the omentum between 
the margins of the diaphragmatic defect to obviate 
this. 

Later Beck’s (1943b) revised approach was used. With 
this the 8rd, 4th, and 5th left costal cartilages are 
removed, the pericardium being opened extrapleurally 
and between the intercostal bundles, which should be 
preserved. The parietal pericardium was abraded with 
Beck’s raspatories and then either smeared with aleuronat 
paste or asbestos powder insufflated into the sac. How- 
ever, if the condition of the patient permitted, the 
omentum was first brought up either through the linea 
alba or through the front of the medial part of the 
diaphragm—i.e., either in front of or behind the costal 
margin, as convenient—and next piloted into the sac 
deep to the intercostal bundles, spread over the heart 
surface, and tacked to the pericardium. For a long 
time we avoided suturing directly to the heart in these 
cases, but it is now felt that this probably need not be 
feared. 

If the pleura has been opened, either deliberately or 
accidentally, during the operation the lung should be 
fully inflated before the wound is closed. 


POSTOPERATIVE MANAGEMENT 


Anoxemia must be avoided. Adequate oxygenation 
during the postoperative period is essential; for this 
purpose the B.L.B. mask is convenient, but the patient 
must be well watched lest any obstruction of the airway 
with consequent anoxemia occurs. In this connection 


the importance of radiographic control may be empha- 
sised; an X-ray photograph of the-chest should be 
obtained as soon as possible after the operation ; by this 
a pneumothorax or even an atelectasis may be detected 
and, if present, dealt with promptly. Such examinations 
should be repeated frequently during the recovery period, 
because respiratory complications are particularly 
embarrassing in such cases. 

It is our custom to block the appropriate intercostal 
nerves in all our thoracotomy cases to minimise post- 
operative pain and so encourage the early use of breathing 
exercises. Even so it has been our experience that these 
patients suffer an unusual amount of pain after.operation, 
possibly associated with pericarditis. Hence adequate 
sedation must be provided ; for this purpose morphine 
is used freely, and intravenous procaine seems to be 
helpful. 

Vascular thrombosis, coronary or cerebral, has been 
the cause of death in a significant proportion of cases in 
this series (table 1). Rehn and Halse (1949) and others 
have shown that anticoagulation therapy has had 
apparently a definite prophylactic effect in preventing 
embolism and thromboses after surgical operations 
generally. Accordingly at present we give heparin after 
the first twelve or eighteen hours for two days and there- 
after rely on dicoumarol for two or three weeks. Even 
though our incidence of complicating thromboses has 
fallen, as a result presumably of somewhat better selection 
of cases and the definitely improved handling of these in 
the light of experience, it seems worth while using these 
anticoagulants. 

Breathing exercises and active muscular movements, 
within the limits of the preoperative exercise in tolerance, 
are practised from the day after operation until the 
patient is allowed up, usually after an interval of at least 
a month. Resumption of activity must only be gradual ; . 
otherwise patients attributing their freedom from pain 
to some miraculous effect of the graft may undertake 
too much, sometimes with serious consequences. Such 
early freedom from pain is unlikely to be due to the graft 
but only to the rest in bed and perhaps to an improved 
intercoronary circulation such as occurs in the laboratory 
animal as a consequence of pericardial reaction. 


REVIEW OF CASES 


The present series consists of 30 cases operated on 
during the past fourteen years. The great majority of 
these were dealt with in the Newcastle upon Tyne 
Regional Thoracic Surgery Centre, formerly at the 
Newcastle General Hospital and now at Shotley Bridge. 
Of these patients 11 died within a few weeks of operation ; 
but 1 of the deaths was in a private case, operated on 
elsewhere in unsatisfactory circumstances, and it has 
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proved to ‘the cause of or 
obtain any clinical details. Except in so far as it weights 
the mortality figures, this case must be discarded from 
further consideration here. 

Details of the remaining 10 early postoperative deaths 
are set out in table 1: 7 patients died within the first 
three or four days; and, apart from 1 who died from 
edema of the right lung and atelectasis of the left, and 
1 patient with syphilitic aortitis, the deaths were due 
either to coronary or cerebral thrombosis. Cerebral 
thrombosis was also the cause of death in 2 other patients 
dying three or four weeks later. Another died from 
massive pulmonary embolism, originating from the calf, 
after a similar period. It seems likely that subsequent 
improvements in anesthesia and operative technique 
as well as in general management, would have enabled 
some of them to recover. 


3 patients (cases 11-13 in table 1) definitely obtained - 


no relief. Fourteen months after operation 1 of these is 
still alive. Another died two months and the third two 
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17, 


the most slender attachment to the heart. 

Significant benefit to the myocardium from grafting 
is thought to have been derived by 16 patients (cases 
14-29 in table m1, where they are arranged in chrono- 
logical order of date of operation). 

Of these 16 patients there are 6 of whom at best it 
can only be said that there is possibly evidence of the 
graft having played a beneficial role ; on the other hand, 
the 10 other cases show why I feel strongly that these 
grafting procedures can be of benefit to myocardial 
ischemia. It is necessary to consider both these groups 
in some detail. 


Cases Deriving Problematical Benefit 


Case 18.—This man developed a virulent frontal herpes on 
the day after operation, and this was succeeded by severe 
trigeminal neuralgia, which persisted and completely incapaci- 
tated the patient until his death sixteen months later from 
congestive heart-failure. His heart fibrillated after the 
induction of the anesthetic and again intermittently until 


< TABLE III—CASES PROBABLY DERIVING BENEFIT 


Blooa- 

«| Duration Post- 
of Disability Operation operative Comment 
symptoms Hg) | survival 


14 |63| M| 9 years 
| to work as joiner and 
| general labourer, breath- 
lessness on exertion (80 
yards) or emotion 


tated by emotion and 
| exertion and occasionally 
| | at rest; breathless on 
| slight exertion | 


on by cold, straining at 
| stool, &c.; specific aor- 
| titis with incompetence 
suspected, but Wasser- ] 
mann reaction negative 


| 
16 54 | M 8 years 


17 2 years 
founder because of severe 
| anginal pain brought on 
j by exertion (stairs) and 
emotion and occasionally 
at rest; virtually con- 
fined to house 


18 |59; M| 2 years 
emotion and _ exertion 
(700-800 yards) 


19 |}62} M 12 years | Unable to work because of | 135/80 | Feb. 1,1938: general anss- | 4 years 
i thesia ; recordial pad 
of fat laid against aleur- 


angina and shortness of 
breath on exertion ; Was- 
sermann reaction positive 


Presternal pain; inability | 120/70 | Nov. 4,1936: general anws- | 9 years 


15 |47| F| 7 years Anginal attacks precipi- | 130/80 | March 25, 1937: general | 4*/, years 
| ansesthesia ; transthora- 
cic cardio-omentopexy ; | 
graft sutured to heart 


Severe anginal pain brought | 160/30 | March 25, 1937: general 5 months 
anesthesia ; transthora- 

cic cardio-omentopexy ; 

graft sutured to heart i 


Anginal pain brought on by | 158/90 | June 4, 1937: neral | 16 months; Free 


Complete freedom from pain 


thesia, trensthoracio on om. | for 5 years and resumed 
dio-omentopexy, work; some pain during 
sutured to heart past 4 years; died of 


pancreatic carcinoma with 
metastases; necropsy 
| showed coronaries almost 
occluded, graft generall 
‘| adherent,” and comm 
| eating vessels involved in 
| | growth 
| 
| 


Normal life with freedom from 
pain for 4 years; some 
recurrence of pain for last 
6 months; died from pneu- 
monia following sloughing 

| pharyngitis; necropsy 

| showed gross coronary 

} sclerosis and graft diffusely 

| adherent 


Relief from pain and improved 
exercise tolerance 5 months ; 
died after 4 days’ illness 
suggesting specific aortitis ; 

no necropsy 


| 
Inability to work as brass- | 160/90 7, 1937 : genera lanss- 7 months | Complete freedom from in 
| thesia; graft fixed to | 
heart Dae died of paralytic ileus and 


and resumed work 7 months ; 


bronchopneumonia 4 ys 
after operative relief of 
colon strangulated through 
graft (unrecognised 48 hr. 


m angina, but inter- 
fibrillation; died 
from congestive failure after 
16 mont! impossible to 

cause of trigemina a 
| following malign 
herpes ; no Scene 


Freedom from pain and dysp- 
noa with resumption of 
work for 2 years, 


onated surface of heart 
and pericardium trans- 
pleurally 


20 |57) M} 5 years 5 years’ breathlessness on | 170/90 | Feg. 18, 1938: general 


exertion; angina on 
I walking (200 yards) 
} and occasionally on wak- 
{ ing in morning; 
claudication 


21 1 year Continuous anginal pain M 
| brought on by emotion 
and exertion ('/, mile) ; 
several syncopal attacks 
| 


retired with some recurren 
of dyspnea; died in 
no necropsy 


5 months | Free from pain, but d ea 
anssthesia ; pericardium on exertion; resum ace 
and heart smeared with tivity too soon and died of 
aleuronat ; lung sutured congestive failure ; necro 
to pericardium and left showed 3 coronary scler- 
to adhere to heart | osis lung, heart, and 

diffusely ad- 
rent 
ay, 1938: general | 12 years+ Considerable reduction in pain 


ansesthesia ; transthoracic 
cardio-omentopexy 


during early postoperative 
ears; now gross hyper- 
nsion 340/240, but rela-, 
tions and doctor emphasise 
undoubted benefit from 
operation 


. years after operation, and in these the grafts had only 
| | | elie 
x | 
| 
anesthesia ; graft fixed 
| 
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his death. Although there was no recurrence of his anginal 
pain after operation, the incapacity imposed by the trigeminal 
neuralgia made it impossible to test his exercise capacity. 


Two patients who had considerable relief from anginal 
pain and some increase in their exercise tolerance died 
five months after operation. 

Case. 16.—This man, who was thought to have syphilitic 
aortitis with aortic incompetence, died in another part of the 
country. No necropsy was done, but his doctor informed us 
that he seemed to be doing well and was improving gradually 
until four days before his death, when he developed a severe 
precordial pain—unlike his previous angina—which was 
unrelieved by nitrites and was thought at the time to be due 
to his aortitis. 


Case 20.—This man was a severe case of myocardial 
ischemia who possibly abused his newly found freedom from 
pain and attempted too much activity. His dyspnea, but not 
his pain, recurred, congestive heart-failure developed, and 
he died. At necropsy gross coronary -atheroma and myocardial 
fibrosis were found. The lung, which had been encouraged to 
adhere to the heart after removal of part of the pericardium 
on the left side and smearing with aleuronat paste, was 
diffusely adherent, and the pericardial sac obliterated. The 
histological records cannot now be traced. 


Case 27.—This similar case is that of a female private 
patient who enjoyed her freedom from pain following operation 
so much that when discharged from hospital she at once 
resumed full activity, despite the protestations of her medical 
advisers. Presumably as a consequence she developed, just 
two months after operation, a severe precordial pain, which 
was diagnosed as coronary thrombosis, and died within a few 
hours. 


Case 22.—A priest, agéd 57, with gross hyperpiesia (280/130) 
who had had severe angina for three years, became much more 
comfortable after grafting and resumed some of his parochial 
duties. Two years later, however, he began to have frequent 
severe attacks, each one resembling a major coronary 
thrombosis. Only slight relief from the pain of these attacks 
followed a left-sided sympathectomy (Raney), and he died, 
four years after the original operation, from cerebral throm- 
bosis. No necropsy was done, but it seems possible (to put 
it at its lowest) that, apart from giving some relief for two 
years, the presence of the graft may well explain his long 
survival despite the many attacks regarded as major coronary 
thromboses. 


Case 21.—This lady, now aged 75, who was grafted in 
1938, is another case from which a little encouragement may 
be derived. Although pain was never completely absent 
it was considerably reduced during the early postoperative 
years. The patient, however, has gross hyperpiesis (340/240) 
and as long ago as 1947 had albuminuric retinitis. Her doctor 
and her family are emphatic that she has undoubtedly 
benefited from the operation. 


Cases Deriving Benefit 

Although 4 of the patients in this group are now dead, 
the circumstances of their deaths or the dispersal of 
pathological material and other records unfortunately 
make it necessary to rely on their clinical histories for 
final assessment : 


Case 14.—A joiner and general labourer,.aged 63, had had 


, angina for nine years and latterly been unable to work. After 


transpleural cardio-omentopexy he was freed from disability 
and resumed work. He remained free from any symptoms 
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Blood- 
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22 57) M| 3 years Severe angina precipitated 230/130| June 23, 1939: general | 3°/, years| Considerable relief of symp- 
by exertion, heavy meals, anesthesia ; transthora- toms and resumed duty for 
and emotion ; unable to | cic cardio-omentopexy ; 2 years; then repeated 
work as parish priest sutured to heart attacks resembling severe 

coronary thromboses; died 
from cerebral thrombosis ; 
no necropsy 

23 | 20 months! Corona’ thrombosis in | 210/130) Oct. 17, 1945: local fol- years +) Complete freedom from pain ; 
1943 followed by anginal lowed’ by general angses- operated on for recurrent 

attac on slight exer- thesia ; abrasion of peri- inguinal hernia in 1947; 

tion ; almost confined to cardium and insufflation works as coalminer, digging, 

bed of peerteces asbestos and lifting girders, &c. 
(Beck) 

24 |56| M/18 months} Coronary thrombosis fol- | 190/120! Dec. 5, 1946: general anws- |3'/, years +| Free from pain and resumed 
lowed by @ and thesia ; abrasion of peri- work for 4 months; pain 
dyspnea on slight exer- cardium and insufflation and dyspnea recurred with 
tion of wdered as increasing obesi now 

| (Beck). after 
reducing weight 

25 M| 8 months | Coronary thrombosis fol- | 210/130} Jan. 2, 1947: general anses- |3'/; years +| Complete freedom from pain ; 
lowed by angina on exer- thesia; anterior cardio- can walk 7 miles; runs to 
tion (2 or 3 steps); un- omentopexy; abrasion catch bus; resumed work 
able to work and insufflation of asbes- as colliery checkweighman 

tos powder 

26 F | 20 months 150/100) Dec. 5, 1946: general |3"/,; years +! Completely freed from pate; 

anssthesia ; transthoracic can take necessary thyroid 
cardio-omentopexy; extract and lead ordinary life 
vie out causing angina fixed to heart by suture 
and asbestos powdering 
27 |53); F | 2 years Angina of effort (20 ds) | 120/80 | June 13, 1947: general | 2 months | Complete freedom from 
anesthesia ; intercostal resumed too much ivity 
bundle sutured to heart ; too quickly and died wit! 
| pericardium abraded and coronary thrombosis (pre- 
| —, with asbestos sumed) 
(Beck) operation ; no necropsy 

28 |49| M| 3"/, years} Dizziness and angina of | 102/72 | Nov. 24, 1949: general |7months+| Complete freedom from pain ; 
effort (100 yards); short- anesthesia ; anterior car- can walk 2 miles; going to 
ness of breath; almost dio- eo ad ; omen- Australia for holiday 

| confined to bed; unable tum 5 meet heart 
| to work abraded by asbestos pow- 
| der 

29 41! M| 8 months | Anginal pain, oo on by | 130/80 | Jan. 5, 1950: general anes- |6 months +| Still has some pain on hurry- 

| exertion (*/, mile), cold thesia ; anterior cardio- ing ; thinks he is better than 
weather, or heavy meals ; omentopexy ; omentum before operation ; no dysp- 
| no relief by nitrites; no applied to heart abraded noea ; improving ; on June 
| improvement after a by asbestos powder 27, 1950, reported complete m4 
| month’s rest in bed recovery, anxious to resume 
work; exercise tolerance 
| much improved 
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referakle to his heart for just over five years. Nine years 
after operation he was admitted to a medical clinic, dying 
with abdominal symptoms, and stated that during the 
previous four years there had been some return of the pre- 
cordial pain. At necropsy a pancreatic carcinoma with many 
metastases was found. The omentum was firmly and widely 
adherent to the heart and pericardium. The omental vessels 
in it, including those apparently communicating with the 
heart, were extensively invaded by carcinomatous deposits. 
Both coronary arteries were almost completely occluded by 
extensive calcareous changes. 

Case 15.—A woman, aged 47, had had angina for seven 
years, the attacks being usually precipitated by emotion and 
exertion but occasionally occurring at rest. She was com- 
pletely relieved of her symptoms by a transpleural cardio- 
omentopexy and resumed full activity. Four years later she 
was readmitted to hospital for assessment because of slight 
recurrence of pain and dyspnea. Unfortunately she developed 
sloughing pharyngitis and died from bronchopneumonia. At 
necropsy the coronary arteries were found grossly thickened 
and the graft extensively adherent to the heart and peri- 
cardium. 

Case 4.—A brass-founder, aged 51, had had angina for two 
years and latterly been unable to work and been virtually 
confined to the house. After a transpleural cardio-omentopexy 
he resumed full activity, walking up hills, working, &c., 
without disability. Seven months later a hernial prolapse of 
the colon through the centre of the omentum into the chest 
became strangulated. This remained unrecognised for forty- 
eight hours, and the patient died from paralytic ileus and 
bronchopneumonia five days after operation for its relief. 
The graft was extensively adherent to the heart, and there 
was gross coronary atheroma, both arteries being almost 
obliterated. 

Case 6.—A man, aged 62, had had angina for twelve years 
and latterly been severely incapacitated. After grafting of 
the precord::' pad of fat on to the heart he was completely 
relieved of ‘us symptoms and resumed ordinary activity 
for two years, at the end of which he died in his sleep—i.e., 
four years after grafting. 

The 6 remaining patients are still alive and are even 
more encouraging : 

Case 23.—A miner, aged 59, whose blood-pressure was 
210/130, had had angina for twenty months following an 
attack of coronary thrombosis. He was unable to work or to 
take more than two or three steps without having an anginal 
attack. After grafting by the anterior route in October, 1945, 
he resumed full activity, working underground. He was 
successfully operated on under spinal anesthesia in April,i947, 
for recurrent left inguinal hernia. In a film illustrating this 
lecture (made in 1949) he is shown undertaking vigorous 
“p.t.,” digging with pick and spade, loading and wheeling a 
barrow, and running round a “ Nylin” staircase without 
distress. 


Case 11.—A miner, aged 56, with a blood-pressure of 190/ 
120, had had angina for eighteen months following an attack 
ef coronary thrombosis. Only able to walk a short distance 
without pain, he was freed from pain and resumed work after 
grafting by the anterior route in December, 1946, Subse- 
quently he became very fat from overeating and beer-drinking, 
and after four months was readmitted to hospital with 
recurrence of pain and dyspnea. These symptoms cleared on 
a reducing diet. This has happened now on three occasions, 
and when last admitted, the patient was said to require 
constant morphinisation to control the pain; in hospital, 
however, it was found that injections of distilled water gave 
the necessary relief, and again a reducing diet and abstinence 
led to his discharge from hospital comparatively fit. The 


functional element and the obesity make it difficult to assess _ 


this case, but it is thought that considerable benefit has 
resulted from grafting. . 


Case 12.—A miners’ checkweighman, aged 52, with a blood- 
pressure of 210/130, had had angina for eight months following 
an attack of coronary thrombosis. Almost completely incapa- 
citated, he could only walk twenty yards without having an 
anginal attack. After grafting by the anterior route in January, 
1947, he has resumed full activity at work; he can run to 
catch a bus and walk seven miles. He also gave the same 
demonstration as case 23 in a film of his exercise tolerance. 


} This patient had an anterior infarction in December, 1950, from 
which he is now (February, 1951) making a good recovery. 
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years. Twenty months before admission to hospital'she had 
had an attack of what was probably coronary thrombosis 
after which she could neither walk more than ten yards nor 
take the thyroid tablets without having an anginal attack. 
Since a transpleural cardio-omentopexy in December, 1946, 
she has been able to take the thyroid tablets required and 
resume household duties, shop, and go upstairs, &c., without 
discomfort. She has removed to another part of the country 
but has written saying that she is now very well. 


Case 28.—A man, aged 49, with a blood-pressure of 102/72 
and diagnosed clinically as having aortic stenosis, had had 
angina and “dizzy bouts’”’ for three and a half years. He 
could not work as a miner or walk on the flat for more than 
100 yards, being virtually confined to bed. After grafting 
by the anterior route in November, 1949, he is now free from 
pain and can walk two miles. He is about to visit Australia 
for six months. 

Case 29.—A miner, aged 41, with a blood-pressure of 
130/80, had had angina for eight months. Attacks were 
brought on by exertion (he could only walk a quarter of a 
mile without pain), cold, and heavy meals. They were not 
relieved by nitrites or a month’s rest in bed. Electrocardio- 
grams suggested definite myocardial ischemia and possibly 
infarction of the anterolateral part of the left ventricle. After 
cardio-omentopexy through an anterior approach in January, 
1950, the patient has improved, at first gradually but latterly 
to such an extent that he is now anxious to resume work. 
On June 27, after this lecture was delivered, he stated that 
he could lead a normal life. Only occasionally after running 
does he feel anything like the old pain. His exercise tolerance 
is much improved; he can now run round the “ Nylin” 
staircase five times without distress. 


DISCUSSION OF RESULTS 


A series of 30 patients operated on, of whom 11 did 
not survive the first month, 3 were not relieved of their 
angina, and 16 are thought to have benefited from graft- 
ing, including 6 in whom the relief is admittedly very 
problematical,, may not be impressive. It must be 
remembered, however, that nearly all the patients were 
cardiac derelicts for whom there was little, if any, 
alternative hope. To restore only a third of such patients 
as these to full activity, even temporarily, as well as to 
relieve them of their painful disability seems to have 
been worth while. Experience and better facilities for 
treatment now available, through development of thoracic 
anesthesia and surgical methods, would almost certainly 
improve these results. 

Exact pathological proof of the efficacy of grafting in 
this series is lacking, but it is extremely difficult to deny 
that something very striking has probably happened to 
the myocardium in the clinically successful cases. It is 
not unreasonable to suppose that, as in the labora- 
tery animal and in certain of Beck’s, Strieders, and 
O’Shaughnessy’s cases, a collateral circulation has been 
established. In view of the extreme degree of bilateral 
coronary disease likely to be present in comparable 
cases coming to necropsy, it is almost impossible to 
explain the clinical relief obtained solely by an improve- 
ment in the intercoronary circulation. 

My indebtedness must be acknowledged to Dr. A. G. Ogilvie, 
consulting physician, and to Dr. W. G. A. Swan, consulting 
cardiologist, to the Regional Thoracic Surgery Centre, for their 
help with the investigation and medical management of these 
cases, as well as to Mr. W. C. Barnsley, assistant surgeon, and 
Dr. Christopher Strang, senior medical registrar, for their help 
in following up these cases and obtaining useful information 
from scattered and often inadequate records. 
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ANAEMIA OF PREGNANCY TREATED 
WITH INTRAVENOUS IRON 


JEAN M. Scorr A. D. T. Govan 
M.D. Glasg. M.B. Glasg., Ph.D. Birm., 
F.R.F.P.S. 


ASSISTANT PATHOLOGIST DIRECTOR OF RESEARCH 
GLASGOW ROYAL MATERNITY AND WOMEN’S HOSPITAL 


SomME anemic women attending the antenatal clinic 
at this hospital responded in a rather peculiar way 
to iron given by mouth (Scott and Govan 1949). These 
14 cases (10% of our series) showed an initial rise of 
hemoglobin of 2 g. per 100 ml. in the first month of 
treatment, but thereafter improvement was only slight, 
though treatment with iron and hydrochloric acid by 
mouth was continued. At that time we could not 
explain this tendency of the hemoglobin level to 
‘“ plateau,’’ but we pointed out that two factors were 
common to the group—namely, anemia and a mild 
form of gastro-intestinal disorder. 

Later (Govan and Scott 1949) we reported 25 cases of 
anemia treated with intravenous iron. This series 
included 2 cases of the above-mentioned type, and both 
of them reacted to intravenous iron though they had not 
responded to iron given by mouth for three months. 
Since then we have studied the results of treatment with 


intravenous iron in a larger series, including cases of this 


type. 

‘To date we have treated 150 patients with intravenous 
iron, using three proprietary preparations. The biggest 
dose advised by the makers of two of these products 
is equivalent to 100 mg. of elemental iron, whereas double 
this dose is recommended by the manufacturers of the 
third product. 

The patients formed three main groups: 78 antenatal 
cases of uncomplicated iron-deficiency anwmia; 59 
cases of puerperal anemia; and 13 antenatal cases of 
anemia resistant to iron by mouth. All the antenatal 
patients were in the last trimester of pregnancy when 
intravenous iron was administered. 


ANTENATAL IRON-DEFICIENCY ANZMIA 


Of the 78 patients in this group 29 had a moderate 
degree of anemia, with Hb more than 8.g. per 100 ml. 
(average 8-9 g. per 100 ml.) and 3,600,000 red cells. 
All 29 responded to intravenous iron but not at a uniform 
rate: 19 responded with an increase of at least 1 g. 
(average 1-5 g.) of Hb per 100 ml. at the end of the first 
week, after receiving the equivalent of 490 mg. of ele- 
mental iron; and the remaining 10 showed an average 
increase of only 0-2 g. of Hb per 100 ml. at the end of a 
week. During the second week these 10 patients still 
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* Seiad intial the others, but by the third week their 
response was more satisfactory (I ‘and 11 on figure). 

The remaining 49 patients all had severe anemia 
with an average value of 6-7 g. of Hb per 100 ml. and 
3,590,000 red cells. Of this number, 35 responded 
satisfactorily within a week to intravenous iron therapy 
with an average increase of 1-3 g. of Hb per 100 ml. 
In the following two weeks the response progressively 
diminished. The remaining 14 patients had a delayed 
response, and their hemoglobin readings only increased 
by 0-3 per 100 ml. during the first week, but in the second 
week the increase was slightly more than that shown by 


the other patients during the first week (111 and Iv . 


on figure). 

It is clear that many of the patients in this group showed 
a delayed response to intravenous iron, irrespective of the 
severity of the anemia. The plasma-protein levels were 
estimated in all our antenatal patients, and it was found 
that in all the patients the plasma-protein levels tended 
to fall as the hemoglobin increased. The fall in plasma- 
protein level was greater in those patients who showed 
a delayed response. At the end of treatment the plasma- 
protein levels of the patients who responded immediately 
were 5-9 g. per 100 ml. or more, whereas in the patients 
showing a delayed response the value was just over 
5 g. per 100 ml. This fact suggests that the amount of 
available protein or protein reserve was limited in these 
cases. 

Daily hemoglobin readings were made in some eases 
during the first week of treatment. It was found that 
the amount of hemoglobin tended to deerease during 
the first three days of treatment but thereafter increased 
steadily. The decrease was most pronounced in severe 
cases. Where response to treatment was delayed the fall in 
the hemoglobin curve was more prolonged, and the reading 
at the end of seven days was often less than at the start of 
treatment. 
as much as 1-4 g. per 100 ml. These changes were 
almost certainly the result of haemodilution. 


PUERPERAL AN 2ZMIA 


There were 59 patients in this group. Only 6 had 
moderate anemia (more than 8 g. of Hb per 100 ml.)— 
a number too small for analysis, and therefore they are 
included with the severe cases. In 47 patients anzmia 
was the only complaint. All showed an immediate 
and striking response to intravenous iron (Vv in figure). 
Within three weeks the average amount of hemoglobin 
had increased by 5-3 g. per 100 ml. (1-6 g. per 100 ml. a 
week). For comparison 56 cases of uncomplicated 
puerperal anemia were treated with ferrous sulphate 
gr. 5 t.i.d. or ferri et ammon. cit. gr. 30 t.i.d. by moutb. 
These patients also responded promptly, but, although 
considerable, their increase in hemoglobin was not 
comparable with that obtained with intravenous iron. 
At the end of four weeks the average increase 
of hemoglobin was 3-4 g. per 100 ml. (0-8 g. per 
a week). 

The remaining 12 patients all had severe anemia 
complicated by some other factor: 7 of them had had 
severe shock at delivery, from placenta previa, retained 
placenta, cervical lacerations, or cesarean section ; 
4 had a secondary puerperal infection; and 1 was a 
grade Iv cardiac. In all these cases the response to treat- 


ment was delayed, and during the first week of treatment 


the average increase of hemoglobin was only 0:3 g. 
per 100 ml. During subsequent weeks, however, the 
response was similar to that of the other patients 
(v1 in figure). 


ANEMIA RESISTANT TO IRON BY MOUTH 


In this group 13 patients received iron and hydro- 
chloric acid by mouth for one to five months (average 


The decrease in these cases was sometimes, 


mning 
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2-4 months). Of these 5 ae 

moderate anemia and 8 severe 
anemia, the average hemoglobin 

reading being 7-5 g. per 100 ml. yQ@& 

After treatment the average 438 
hemoglobin value had only €QY 
increased to 7-8 g. per 100 ml. 233 

The peripheral blood picture was sx S 

still that of a microcytic hypo- $*~ 

chromic anemia. The plasma- 


protein level averaged 5-5 g. per 
100 ml. Test-meals on 4 of these 
patients showed achlorhydria. - , 
Marrow biopsy was also per- 
formed, but there was no evidence 
of pernicious anemia, although 
the picture is -which 
appears to be diagnostic of this type of anemia (unpub- 
lished work). Intravenous iron produced an immediate 
response in 11 cases, the hemoglobin rising 1:2 g. per 100 
ml. in the first week. In the remaining 2 cases improve- 
ment was delayed, but during the second week of 
treatment the hemoglobin rose by 1°9 g. and 21 g. per 
100 ml. respectively. 

The average increase of hemoglobin for the whole 
group during the first week was 1-2 g. “ed 100 ml. and 
in the second week 1 g. per 100 ml. : 


to intr 
10 cases of moderate anzmia. fy 


DOSAGE 

In general we have adopted ‘the following régine. 
On the first day the equivalent of 30 mg. of elemental 
iron is given, on the second day 60 mg., and on the third 
day 100 mg. Thereafter 100 mg. is given daily until the 
end of the first week. During the second week 100 mg. 
is given every second day, so that by the end of this 
week 790 mg. of elemental iron has been given. This 
is sufficient to raise the ‘‘ moderate’’ cases above the 
anemia level, and they may then be given iron by 
mouth if necessary. Patients with severe anemia may 
continue with intraveno: ron 100 mg. every second day 
in subsequent weeks, or the dose may be reduced to 100 
mg. once a week according to the severity of the anemia. 

We have been unable to use larger doses than 100 mg. 
of any of the three products, because of the ‘aque, 
of reactions when that figure is mesegase 


REACTIONS 

Minor reactions, such as pain in the arm, are fairly 
common, occurring in about 20% of eases. This reaction 
seems to be common to many types of intravenous 
injection and is not specifically due to iron. The most 
alarming reaction in pregnant women only occurs in 
about 1 or 2% of cases, and takes the form of a vaso- 
vagal attack, which we have described previously 
(Govan and Scott 1949). This type of reaction appears 
in some cases to depend on the amount of iron given in 
a single injection. It occurred in a few patients to whom 
we attempted to give more than the usual dose of 100 mg. 
of elemental iron. It may be seen, however, in some 
patients even with the usual dosage. In these cases its 
occurrence is irregular and does not follow any particular 
number of injections, but seems to be related more to the 
patient’s condition at the time of injection. We have 
investigated some of these cases and hope to report on 
them later. 


UTILISATION OF IRON BY PREGNANT PATIENT 

According to many workers—e.g., Heath et al. (1932), 
Goetsch et al. (1946), and Nissim (1947)—intravenous 
iron is used quantitatively by the non-pregnant anemic 
patient, the hemoglobin increasing by 4% for every 
100 mg. of elemental iron injected. We have shown 
that during pregnancy the average increase in hemo- 
globin per 100 mg. of elemental iron is about half that 
—i.e., 0:3 g. per 100 ml. It has always been assumed 


iron. 


14 cases of severe anemia. V: 
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that there is a considerable maternal storage during 
the early part of pregnancy, and that during the later 
months there:is deviation of iron to the fostus. We have 
previously suggested (Govan and Scott 1949) that the 
difference between the figures cited above, which is very 
considerable, was the result of maternal storage or 
transport. of the iron to the foetus. 

We have investigated this point and, although our 
-work is still in the preliminary stages, it is possible to 
make.-a definite statement indicating that maternal 
storage and: foetal demands are rot entirely responsible 
for the limited response of the anemic pregnant patients 
to iiitravenous “iron. -Serial estimations of serum-iron 
level were made. following the injection of 100 mg. of 
iron, and in the average case the plotted values formed 
a steep curve.. Ten minutes after injection the serum- 
iron level-rose from 95 wg. per 100 ml. to about 325 ug. 
per 100 ml., but an almost equally rapid fall took place 
within the next two hours. It seemed to us that the iron 
was: disappearing too quickly from the serum to be 
explained. on the basis of storage, and the urine was 
found to ‘contain iron. In this particular instance the 
‘specimen of urine passed two hours after injection 
contained 2-6 mg. of iron. In the twenty-four hours 
following injection 5-2 mg. of iron was excreted. The 
urine was collected in acid-washed china containers, and 
‘no specimen passed with feces was included. Before 
estimation the urine was passed through acid-washed 
-filter papers. It was next digested with concentrated 
sulphuric acid, and the iron was titrated in the usual way 
with thiocyanate. 

Urine from 10 normal controls and from untreated 
‘patients with anemia gave negative results. Up to 
now we have found that iron does not always appear 
in the urine after the initial injections but that it regularly 
appears later in the course of therapy. In 2 eases of 
anemia in non-pregnant patients iron appeared in the 
urine after intravenous therapy, and we have also found 
it in the urine of puerperal cases undergoing treatment. 


DISCUSSION 


Our previous findings (Govan and Scott 1949) have 
been confirmed. Intravenous iron therapy is a useful 
means of treatment of anemia in pregnancy, especially 
when time is short. It is apparent, however, in this 
extended series that all cases of iron deficiency anemia 
do not respond in the same way. Most of the patients 
‘respond rapidly, and in’ moderate anemia the hemo- 
globin is increased in the first week by 1-5 g. per 100 ml. 
on the average, whereas in severe cases the increase is 
1:3 g. per 100 ml. These figures compare fairly well 
with that of 1-3 g. per 100 ml. reported in our first series. 
The difference of 0-2 g. per 100 ml. between the response 
of moderate and that of severe anemia was puzzling 
until we examined the hemoglobin level daily. In 
all degrees of anzmia iron therapy seems to initiate 
hemodilution, which, however, is more severe and lasts 
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longer in severe cases. This causes a fall in hemoglobin 
percentage and obscures the response to treatment. 
Hemodilution is most important in the puerperium, 
when there are fairly rapid and well-marked changes 
in blood volume which may mislead the observer in 
making a diagnosis and assessing treatment. 

Delay in response until the second week of treatment 
was noted in 34:5% of moderate cases and 40°% of severe 
cases. No difference was detected between the blood or 


“marrow pictures of the patients who responded immedi- 


ately and of those in whom the response was delayed, 
but in the latter patients the plasma-protein levels 
were uniformly low at the end of treatment. Super- 
ficially at least this suggests that the delay im hzemo- 
globin regeneration may be related to the availability 
of protein. In this respect it is interesting to note that 
Hahn and Whipple (1939) have found that the rate of 
hemoglobin regeneration in anzmic animals is influenced 
by the intake of dietary protein. 

In the puerperium the response to intravenous iron is 
even greater than in the antenatal period. It has been 
shown by many workers—e.g., Heath et al. (1932), 
Goetsch et al. (1946), and Nissim (1947)—that intra- 
venous iron is used quantitatively by non-pregnant 
women, 100 mg. of elemental iron leading to an increase 
of hemoglobin of 4% (0-6 g. Haldane). The highest 
response in our antenatal series was 0-4 g. per 100 mg. 
of elemental iron (average 0-3 g.). In postnatal cases, 
however, the average hemoglobin increase per 100 mg.. 
of elemental iron was 0-6 g., the highest individual 
response being 0-8 g. per 100 mg. The last-named 
figure represents an abnormal increase, but it is more 
apparent then real, since the gradual hemoconcentration 
starting about the third day of the puerperium must 
be taken into consideration (Crawford 1940). The same 
applies to the pronounced increase in the average 
hemoglobin, 2-1 g. per 100 ml., during the first week of 
treatment. ‘The calculated hemoglobin increase of 
0-6 g. per 100 mg. of iron during the puerperium is 
therefore probably greater than the actual, and it seems 
that even puerperal patients do not use the injected iron 
quantitatively. 

It will be noted that some puerperal patients did not 
respond immediately to treatment. In 5 cases the 
cause was infection and cardiac failure. The remainder 
had all suffered severe shock at delivery ; this condition 
seems to depress the response to intravenous iron for 
a considerable time after delivery. Although hemor- 
rhage initiated the shock in some of these cases, the delay 
in response was not due to blood-loss, because many 
of the patients who responded normally had lost a 
considerable quantity of blood but none had suffered shock. 

Cases of anemia resistant to iron given by mouth are 
comparatively common during pregnancy. The number 
of such cases in our series is unknown, because most of 
the patients were treated with intravenous iron from 
the start. The 13 cases we report here, however, are 
typical. Achlorhydria was present in every case we 
examined, but routine treatment with dilute hydro- 
chloric acid made no difference to their response to iron 
by mouth, and it seems very unlikely that a simple 
lack of acid could be the sole factor responsible. Accord- 
ing to Granick (1946) iron combines with -apoferritin 
in the intestinal mucosa to form ferritin. Thereafter 
the iron diffuses into the plasma, where it is probably 
linked with globulin. Copp and Greenberg (1946) 
have shown that the diffusion of iron into the plasma is 
inversely proportional to the serum-iron level and ceases 
when a certain saturation point is reached. Repeated 
serum-iron estimations were made in 3 of our patients 
receiving iron by mouth. The results were uniformly 
low, varying from 5 to 45 ug. per 100 ml. There was 
therefore no question of saturation of the plasma with 
iron in these cases. 


availability of protein for the transport of iron. In 
these cases, however, the plasma-protein levels were 
relatively high and the serum-iron level was low, and 
all the patients reacted to intravenous iron. It seems 
likely that lack of response to iron by mouth is entirely 
related to the absorptive mechanism in the intestine. 
Whether the intestinal environment is such that the iron 
is transformed intO some compound which is incapable 
of being absorbed or the more intimate mechanism 
involving the apoferritin-ferritin complex is upset is 
not known. ' 

Our finding of iron in the urine after intravenous 
therapy raises a number of interesting problems. If, - 
as seems likely, the iron is derived from the material 
injected, it would appear that either the capacity of 
these patients to deal with injected iron is limited or 
a renal threshold exists above which iron enters the 
urine. It remains to be seen whether this urinary 
excretion is related to the modified response of these 
patients to intravenous iron. It is just possible that 
the urinary iron is derived from some source other than 
the material injected. However, the finding of iron 
in the urine of patients in the puerperium and of 
non-pregnant patients undergoing treatment indicates 
that some revaluation of this mode of therapy is 
required. 

According to Hahn (1937), iron is only excreted in 
the urine in insignificant amounts in normal conditions. 
A similar statement has been made by Barer and Fowler 
(1937). Cartwright (1946) states that only 1:5% at 
most of the original intravenous dose is exereted by the 
‘kidneys. Most workers seem to assume that iron is 
‘never excreted in the urine after any mode of ddministra- 
tion. Our findings are in direct contrast to this, and we 
have even found iron in the urine of two patients 
undergoing treatment with iron by mouth. 


SUMMARY 


The results of intravenous iron therapy in 150 cases 
of anemia of pregnancy and the puerperium are 
recorded. 

During the antenatal period most of the cases responded 
immediately, and with the dosage used there was an 
average increase of 1:5 g. of hemoglobin per 100 ml. 
in a week. 

About a third of the patients showed a delay in response 
until the second week of treatment. This delay seemed 
to be related to the availability of protein. 

During the later months of pregnancy the highest 
response increase of hemoglobin was 0-4 g. per 100 mg. 
of elemental iron. 

Treatment with intravenous iron at this period 
induced a temporary hemodilution lasting three days 
in moderate anemia and four or more days in severe 
anemia, 

During the puerperium the average response to intra- 
venous iron almost reached the calculated level of 4% 
per 100 mg. of elemental iron. In a few cases this figure 
might be exceeded, probably owing to the normal 
hemoconcentration which begins usually about the third 
day after delivery. 

Response was delayed in the puerperium in infections, 
in systemic diseases, and in patients who had suffered 
shock at delivery. 

Iron-deficiency anzmia which had proved resistant to 
iron by mouth improved rapidly under intravenous 
therapy. The possible causes of resistance to oral iron 
are discussed. 

A dosage scheme is given, and it is recommended 
that in the treatment of anemia of pregnancy no single 
dose should exceed 100 mg. of elemental iron. Severe - 
reactions tend to develop when higher doses than this 
are given. 
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Iron appears in the urine after intravenous injection. 
This may be partly responsible for the modified response 
to intravenous iron during pregnancy. 
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INCIDENCE OF TUBERCULIN SENSITIVITY 
IN HOSPITAL CHILDREN 
RELATED MORTALITY 


MarGuerite J. LuNN 
M.B. Glasg. 


From the Department of Child Health, University of Glasgow, 
and the Royal Hospital for Sick Children, Glasgow 


A GREAT deal has been written about the incidence 
of tuberculosis in adults, but less is known of the fre- 
quency of tuberculous infection in children, as Miller 
(1949) has recently pointed out. Watkins (1945) 
found that the tuberculin-sensitivity rate in the medical 
unit of a children’s hospital in Cardiff was in the region 
of 22%; but the unit did not admit known cases of 
tuberculosis, and tuberculin skin-tests were performed 
only in selected cases. Thompson (1947) reported on 
children in the Acton and Ealing districts of London 
who were tested in 1942-45 ; but here too the series was 
not representative, since the children were attending 
tuberculosis clinics because of suspected infection or as 
contacts. In 66-2% of the contact group, and 49-6% 
of the others there was a positive reaction to tuberculin 
jelly or to intradermal tuberculin. 

Brieger (1943) quotes the results obtained by Stott 
in the Papworth children, using the Moro test. The 
reaction was positive in 63% of the children in their 
second year of life and in 56-8% of those aged one to five 
years. Brieger also quotes some Continental observa- 
tions. For example, Heynsius van den Berg (1936) 
in Holland found that 71-5% of children under one year 
of age in contact with open. tuberculosis were infected, 
the rate varying from 31-2%, under good hygienic condi- 
tions with slight exposure, to 100% under bad hygienic 
conditions with massive exposure. In Germany Seiffert 
(1935) reported that of children under five years of age 
who had been exposed to infectious tuberculosis 71-6— 
793% gave a positive reaction. At the Royal Hospital 
for Sick Children, Glasgow, of 1470 children up to thirteen 
years old admitted to one medical unit in the years 1948 
and 1949 116 gave a history of contact with open tuber- 
culosis, and 68 of these proved to be tuberculin-positive. 
That is to say, 58% of these contacts had become 
sensitised. 

The following observations are presented to give an 
indication of the incidence of tuberculous infection, as 
measured by tuberculin sensitivity, in all children from 
birth to thirteen years admitted to the wards of one 
medical unit of the Royal Hospital for Sick Children, 
Glasgow, over the ten-year period 1940-49. As no 
selection was exercised, the field surveyed is distinctly 
wider than in the above reports. It must be emphasised, 
however, that these children do not represent a cross- 
section of the juvenile population of Glasgow, or even of 
any one of its social classes. The findings relate only 
to those admitted to a general children’s hospital suffering 
from medical diseases. 


MATERIAL AND METHODS 


Cutaneous sensitivity to tuberculoprotein was first 
demonstrated by Pirquet in 1907. It can be taken as 
evidence of infection with tubercle bacilli, and provides 
the best means of estimating the incidence of such 
infection in children. 

In the medical unit concerned, all children, except 
infants under four weeks of age, are on admission 
subjected, as a matter of routine, to two different tuber- 
culin skin-tests. From 1940 to 1945, the Mantoux 
and the Pirquet tests were used, but after 1945 the 
latter was replaced by the tuberculin-jelly test. The 
figures presented here are based entirely on the results 
of the Mantoux intradermal reaction, because this is 
generally accepted as the most reliable of all the tests 
for tuberculin sensitivity (Hart 1932). No attempt is 
made to compare the merits of the various tests. 

In performing the Mantoux test, a weal was produced 
by the intradermal injection on the forearm of 0:1 ml. 
of a dilution of Old Tuberculin, fresh solutions being 
prepared every two weeks. A 1/5000 solution was used 
for the first test, followed by a 1/1000 solution if the first 
test was negative and tuberculous disease was suspected 
clinically, and by injection of a 1/100 solution if the 
reaction was still doubtful. The result of each test 
was read twenty-four and forty-eight hours later. It 
was assessed in most cases by two independent observers, 
erythema and induration both being required for a 
positive result. The precise extent of the erythema and 
induration were not recorded, but broadly speaking 
the result was regarded as positive when the diameter 
of the reaction was 10 mm. or more, and doubtful or 
negative when it was less than 10 mm. 

Changes in the staff performing and reading the tests 
have been unavoidable during the ten-year period, and 
the different batches of tuberculin used must obviously 
have varied in potency ; but these are variations which 
must occur in any large unselected series extending over a 
number of years. 

RESULTS 
Annual Incidence 

In the period 1940-49 7555 children were admitted to 
the unit. Of these 1071 (14:7%) were Mantoux-positive 
and 5175 (68:5%) were Mantoux-negative (table 1). 
The remaining 1309 (17-3%) comprise a group in which 
no results are available. It consists of newborn 
and young infants on whom skin-tests were not 


TABLE I—RESULTS OF MANTOUX TESTS (YEARLY) 


| Total Positive Negative * Results not 
Year | admissions reactors reactors available ”’ 
1940 | 683 95 (14:0%) | 470 (68-1%) 118 (17-33%) 
1941 642 84 (13-1%) 466 (72-6%) 92 (14:-3%) 
1942 | 813 116 (14-4%) | 581 (715%) 116 (14-3%) 
1943 | 895 115 (13-0%) | 612 (68-4%) 168 (18-9%) 
1944 942 96 (10-2%) | 687 (73-:0%) 159 (16:9%) 
1945 | 683 88 (12-:9%) 490 (71:8%) 105 (15-4%) 
1946 | 666 122 (18-3%) | 440 (66-1%) 104 (15-6%) 
1947 | 761 102 (13-4%) | 512 (67-3%) 147 (19-3% 
1948 753 | 153 (20-3%) | 464 (61:6%) 136 (18: 1%) 
1949 | 717 =| 100 (13-9%) | 453 (63-2%) | 164 (22-99%) 
Totals 7555 | 1071 (14-:7%) 5175 (68-5%) 1309 (17-3 %) 


performed ; some children who were allowed home, 
or transferred to a fever hospital, before their skin- 
tests were due to be read ; some who died within forty- 
eight hours of admission ; and a few in whom the results 
of the test were equivocal. This group entitled ‘‘ results 
not available’’ is included in the table because the 
figures are intended to show the incidence of tuberculin 
sensitivity in all the patients admitted to the unit. 
It must be pointed out, however, that 1074 of the 1309 
children in this group were under one year of age, and 

83% of these were under three months. It may be 
assumed that the tuberculin-sensitivity rate at this age 


= 
if 
ey 
4 


17, 1951 


was first. 
taken as 
| provides 
» of such 


n, except 
admission 
ent tuber- 
Mantoux 
1945 the 
est. The 
he results 
se this is 
the tests 
ttempt is 


produced 
of O-1 ml. 
ons being 
was used 
if the first 
suspected 
on if the 
each test 
later. It 
observers, 
‘ed for a 
hema and 
speaking 
diameter 
yubtful or 


the tests 
riod, and 
obviously 
ons which 
ing over a 


mitted to 
X-positive 
(table 1). 
which 

newborn 
were not 


RLY) 
esults not 
vailable 


(17-3 %) 
14-3% 


) 
‘0 

%) 
%) 
%) 
%) 
%0) 
%) 


(22-9%) 
9 (17-3%) 


ed home, 
heir skin- 
hin forty- 
the results 
1 ‘‘ results 
cause the 
tuberculin 
the unit. 
f the 1309 
f age, and 
may be 
t this age 


, after an interval of two years. 


THE LANCET] 


DR. LUNN: TUBERCULIN SENSITIVITY IN HOSPITAL CHILDREN 


{reB. 17, 1951 371 


TABLE II—RESULTS OF MANTOUX TESTS (AGE-GROUPS) 


Age Total Positive Negative * Results not 
(years) |jadmissions| reactors | reactors | available ” 

0-1 3395 |, 79 (2-3%) | 2242 (66-:0%) |1074 (31-6%) 
1-2 900 re (12:4%) | 1738 (82-0%) 50 (5-6%) 
2-3 589 93 (15-8%) | 458 (77-8%) 38 (6-4%) 
3-4 413 | 75 (18-28) 318 (77:0%) | 20 (4:8%) 
4-5 321 | 79 (24- 6) 222 (69-2%) 20 (6-2%) 
5-6 335 | 86 (25-:7%) 234 (69-9%) 15 (4:5%) 
6-7 282 77 (27-3%) | 193 (68-4%) 12 (4:3%) 
7-8 277 83(30-0%) | 173 (62-5%) | 21 (7-5%) 
8-9 250 76 (30-4%) | 160(64:0%) | 14(5-6%) 
9-10 227 | 80 (35-2%) | 136 (59-9%) 11 (4:8%) 
10-11 248 91 (36-7%) | 143 (57-7%) 14 (5-:6%) 
11-12 196 | 89 (45- $a} | 98 (50-1%) 9 (46%) 
12-13 122 51 (41:8%) | 60 (49-2% 11 (8:9%) 
(14:7% 


Totals | 7555 


| 5175 (68-5%) |1309 (1 


| 


is very low; so no attempt has been made to introduce 
a correction in respect of these children. 

The incidence of positive reactors varies from year to 
year; the lowest was 10-2% in 1944, and the highest 
20:3% in 1948. It is perhaps more significant that in 
1940 it was 13-9% of all admissions, and by 1949 it was 
still at the same level. Thus the incidence apparently 
did not rise during the ten years. 

A feature of the annual incidence is the relatively 
high level in 1946 (18:3%) and 1948 (20-:3%). This 
is difficult to explain. It might be suggested that the 
advent of streptomycin brought 
children to hospital, but this is ruled out by the fact 
that in 1947, the year between the two peaks, the rate 
was normal (13-4%). Nor does the incidence correspond 
to that of adult respiratory tuberculosis in Glasgow, 
which began to rise during the war and reached its peak 
in 1947. On the other hand, whereas in 1940 a family 
history of tuberculosis was obtained in only 20% of the 
positive reactors, in 1949 this figure had risen to 42:3%,. 


Age-incidence 

Table 11 shows the number of positive reactors in each 
year of life from birth to thirteen years. As one would 
expect, the percentage increases with age; but when 
the 12-13 age-group is reached it unexpectedly falls. 
This is most easily explained by saying that because the 
total number of admissions in the 12-13 age-group is 
relatively small it may not be a representative sample. 
Another factor, however, is the slightly higher proportion 
among them of “ results not available,’ which makes the 
percentage of both negative and positive reactors lower 
than in the preceding age-group. 


Mantoux Reversion 

It is now universally accepted that Mantoux reversion 
does occur, and in the Prophit Survey Report Daniels 
et al. (1948) think it important enough to modify 
considerably the incidence of tuberculin sensitivity in 
a given community. Lloyd and MacPherson (1933), 
in 303 urban children, found a reversion-rate of 2% 
Horan (1935) found a 
reversion-rate of 14% after eighteen months in 197 
schoolboys aged fourteen and fifteen years. Keller and 
Kampmeier (1939), working with students, found that 
21% had reverted after four years. Dahlstrém (1940) 
reported a reversion-rate of 11-1% among 2828 persons 
after periods of five to fifteen years. Madsen et al. 
(1942) noted the ‘influence of bovine tuberculosis on 
the reversion-rate in 1000 Danish school-children. In 
districts where there was a great deal of tuberculosis 
among cattle the rate was only 0-3%, whereas in districts 
where the cattle were free from tuberculosis it was 3%. 

In this country the phenomenon of reversion has 
received little attention, from which it may be inferred 
that it is not regarded as important. But reversion 
may well be growing commoner now that tuberculin 
testing oe cattle and pasteurisation of milk are eliminating 


more tuberculous , 


the intermittent sensitivity-sustaining doses of bovine 
tubercle bacilli in milk. The theory that repeated 
small doses of tubercle bacilli are responsible for the 
persistence of allergy is supported by the work of 
Dahlstrém (1940) who found that reversion was com- 
monest in families whose members had been least 


‘exposed to tuberculosis, and became less common as the 


probable exposure. to tuberculosis increased. On the 
other hand Crimm and Short (1939) were impressed by 
the number of patients who lost their allergy despite 
continued contact with tuberculosis, and suggested 
that desensitisation might result from ‘ frequent 
subreactionary doses of tubercle bacilli.” ; 

In a small series of 40 children re-tested at the Royal 
Hospital for Sick Children three to ten years after a known 
positive reaction, 6 were negative to 1/100 tuberculin. 
This series is too small to be significant but the subject 
obviously requires further investigation. The question 
also arises whether Mantoux reversion indicates baeterio- 
logical healing of the primary lesion, just as calcification 
is taken to indicate clinical healing ; and it would be of 
interest to attempt to correlate calcification and the 
subsequent resorption of calcium with loss of cutaneous 
tuberculin sensitivity. 

Mantoux reversion probably reduces to some extent 
the tuberculin-sensitivity rate in the older age-groups, 
but until it is more fully understood no further conclusions 
can be drawn. 


Negative Reactors Among Tuberculous Children 

Some observations have been made on another 
well-recognised group of children—those “who remain 
Mantoux-negative despite conclusive evidence, of active 
tuberculosis. During the ten-year period under survey, 37 
such children were seen. They were all suffering from 
acute progressive tuberculosis, diagnosed clinically and 
radiologically or bacteriologically, or confirmed at 
necropsy, and at the time of skin-testing were in an 
advanced stage of the disease. Of these 37, 33 died 
during their stay in hospital ; 2 were transferred to other 
hospitals for streptomycin therapy ; and 2, with tuber- 
culous peritonitis, survived and were allowed home. 

The ages of these children ranged from five months to 
ten years and reflected the usual high death-rate in 
children under three years: 21 of them had not reached 
their third birthday when they developed fulminating 
tuberculosis from which. they died. The types of 
lesions in these 37 Mantoux-negative children were : 


Tuberculous meningitis .. 27 
Miliary tuberculosis ‘ 3 
Tuberculous bronchopneumonia 4 
Tuberculous peritonitis 2 
_ Spinal caries and meningitis l 
Total ws 37 


Whether or not these children were at any stage of 
their illness sensitive to tuberculoprotein we do not know, 
but it seems more likely that the original dose of bacilli 
was so massive, and the organism so virulent, that they 
did. not have the opportunity to develop sensitivity. 
They also failed to develop the immunity required to 
localise the disease process. 


Mortality Related to Age 
Table 11 shows the deaths from tuberculosis in hos- 
pital during the ten-year period: it also includes a 
few children discharged home with tuberculous meningitis. 
The total number of deaths was 251, or 22:7% of the 
whole group of ‘‘ infected children’’ which comprises 
positive reactors, children dying of tuberculosis within 
forty-eight hours of admission to hospital, and the 37 
Mantoux-negative children referred to above who had 
acute progressive tuberculosis without tuberculin 
sensitivity. 
G2 
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TABLE II—TUBERCULOSIS DEATHS (AGE GROUPS) 


A | Infected | ‘eat 
ge “ Infec' eaths o 
(years) children ” Deaths | infected 
| children 
0-1 | 87 54 62 
1-2 117 58 50 
2-3 | 101 37 37 
3-4 | 81 32 39 
4-5 81 15 18 
5-6 87 14 | 16 
6-7 | 79 7 9 
75 86 13 | 15 
8-9 76 5 | 7 
9-10 81 8 | 10 
10-11 92 5 5 
11-12 89 1 j 1 
12-13 51 2 
Totals 1108 251 22-7 


“Infected children ” comprises those who were (a) Mantoux- 
positive ; (b) tuberculous but Mantoux-negative ; (c) tuberculous 
and dying within forty-eight hours of admission. 


The number of deaths in hospital does not of course 
represent the total number of deaths from tuberculosis 
in these children, a late follow-up of whom is now in 
progress. Most children, however, with evidence of a 
recent primary infection were watched for several 
months at least after discharge. Wallgren (1943) found 
that the danger period in childhood lies between the 
fourth and twelfth weeks after the development of 
tuberculin sensitivity, and it might therefore be assumed 
that there were only a few deaths subsequently. Never- 
theless, the fact remains that the mortality-rate of 
22-7% bears no relation to the mortality from childhood 
tuberculosis in general, and depends entirely on the 
type of case admitted to this unit. 

Table 11 shows that the mortality is highest, by far, 
during the first year of life, when 62% of the cases 
prove fatal; but this high figure falls off rapidly, 
particularly between the third and fourth years, when 
it is reduced to less than half. This is in keeping with 
the usual belief that meningitis is more likely to occur 
in children infected during the first three years of life 
than in those infected later. Of the 251 deaths occurring 
in hospital during the ten-year period, 88% showed 
evidence of meningitis. This preponderance of menin- 
gitis over all other lesions in the fatal cases obtains 
at all ages above six months ; below that age, meningitis 
was present in only 8 of 19 cases. Far behind meningitis 
come bronchopneumonia (13 cases), miliary tuberculosis 
without meningitis (8), peritonitis (4), tuberculomata (2), 
and enteritis (1). 


SUMMARY 


A survey has been made of the tuberculin sensitivity 
of all children from birth to thirteen years of age adinitted 
to the wards of a medical unit of a children’s hospital 
in the ten years 1940-49. 

The proportion of positive reactors varied from 10-2% 
in 1944 to 20-3% in 1948 (average 14:2%). 

The tuberculin-sensitivity rate in different age-groups 
is shown, starting at 2-4% in the 0-1 year age-group 
and rising to 41- 8% in the age-group 12-13. Mantoux 
reversion occurred in 6 of 40 cases which were followed 
up. There were 37 cases of tuberculosis in Mantoux- 
negative children. 

The mortality from tuberculosis in the various age- 
groups is shown. It varied from 62% in 
infants under one year to about 5% in the higher age- 
groups. The greatest reduction in mortality occurred 
between the third and fourth years. The average 
mortality-rate in all age-groups of infected children 
in hospital was 22°7%. 

The various tuberculous lesions responsible for death 
are enumerated ; evidence of meningitis was present in 
88% of the children dying of tuberculosis. 


infected . 


I wish to express my thanks to Prof. Stanley Graham for 
permission to use the case-records of his unit in the Royal 
Hospital for Sick Children, and for his encouragement and 
advice during the preparation of this paper. The work was 
done during tenure of the Walter K. Hunter Research 
Fellowship in Medical Diseases of Children. 
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In the last few years many clinically important 
conditions have been described in which there is an 
acute or at any rate transitory lack of potassium on 
the blood-serum (these are well reviewed by Danowski 
1949). Chronic persistent hypokalemia, however, has 
only occasionally been reported (Albright and Reifenstein 
1948). Hadorn (1948) described a case of osteomalacia 
complicated by a tendency to cdema and by hypo- 
kalemia, which slowly recovered spontaneously. 

The present case is reported because the patient was 
found to need permanent potassium therapy. 


CASE-RECORD 

A married woman, aged 33, was transferred to the medical 
department from the surgical wards on Oct. 4, 1948, because 
she had had two severe heart attacks accompanied by collapse 
with muscular weakness and hypotension. There was no 
history of familial muscular paralysis. The patient had 
been healthy as a child; menstruation had begun at the 
age of 15, and, apart from a year’s amenorrhcea when she was 
18, had been regular until 1945. She had had three normal 
pregnancies, in 1938, 1940, and 1945, and her children were 
healthy. In August, 1943, she had had a brief feverish 
illness accompanied by neck-stiffness and extensor plantar 
reflexes, which was diagnosed as lymphocytic meningitis 
because there was an epidemic of such cases at the time, 
though the patient had not been investigated. Since then, 
at regular monthly intervals, starting about fourteen days 
before menstruation, she had become generally cedematous, 
without any albuminuria, and these attacks had been treated 
with mercurial diuretics. Since her delivery in 1945 she had 
not menstruated, but the cedema had appeared as before, 
so that she was having about a fortnight with cdema and 
then about a fortnight without. Gynecological examination 
revealed only slight genital hypoplasia. 

In February, 1948, the patient became pregnant again, 
and in the early months of this pregnancy her periodic 
oedema ceased for the first time. In June, the fifth month 
of her pregnancy, she had peritonsillitis, which was treated 
at home with penicillin. This was followed by severe 
anorexia, dehydration, and loss of weight and energy. 
On July 16 she went into labour and was admitted to hospital, 
where she gave birth to a stillborn female fetus weighing 
2 1b. After delivery her temperature was at first subnormal, 
after which it rose to slightly above normal and remained so 
for some weeks. this period various signs and 
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Fig. I1—Electrocardiogram (a) during period of severe potassium 
deficiency, and (b) after treatment with potassium phosphate by 
mouth. 


symptoms which had been present since her delivery became 
accentuated ; these were hypotension, bradycardia, severe 
thirst, diuresis, muscular weakness, a feeling of extreme 
tiredness, paresthesiz, and a fa!l in weight from 8st. 21/, lb. 
to 6 st. 5'/, lb. Her excretion of 17-ketosteroids, mineralo- 
steroids, and glucocortico-steroids was abnormally low, and 
there was no demonstrable excretion of gonadotropice and 
estrogenic hormones. 
choline were normal. 
Her condition was interpreted as the onset of a crisis in 


Addison’s disease, and she was therefore given intramuscular . 


injections of 10 mg. of deoxycortone acetate (‘ Percorten,’ 
Ciba) daily for ten days, after which she had two or three 
severe heart attacks, with an irregular rapid heart-beat and 
a feeling of anxiety. The last attack occurred an hour after 
she had received a litre of physiological saline with 5% 
glucose intravenously ; she collapsed, with imperceptible pulse 
and respirations for 1'/, min. Her serum-potassium level was 
found to be seriously low (1°38 m.eq. per litre), and she was 
transferred to the medical department. 

Condition on Admission to Medical Wards.—There was 
pronounced prostration. She was emaciated (weight 6 st. 8 lb., 


LABORATORY FINDINGS BEFORE AND DURING POTASSIUM 


THERAPY 
~ Before During potassium 
potassium therapy 
therapy 
(Oct. 6, 
1948) (March 15, | (March 15, 
1949) 1950) 
Body-weight (kg.) aie ie 42 43 46 
Fluid intake (ml.) wie 1600 2100 
Urine: 
Daily output (ml.) .. #é 1140 1300 1720 
Specific gravity at 1008 1009 1012 
Potassium (g. per day) 0-09 0-26 o-- 
Sodium (g. per day) 1-09 1-09 —_ 
17-ketosteroids (ne. per day) 0-90 1:80 1:80 


Blood : 
Hemoglobin (%) .. 
Heematocrit (%) 44 44 40 
— count (million per 


4-23 4-48 4-40 
(mn. in 1 hr.) 12 6 
Red-cell potassium (m.eq. 

per 101 100 91 
Serum-levels (m.eq. per litre): 
Sodium... 141 138 140 
Potassium .. 2-00 3-20 4-00 
Total cation 150 140 — 
Calcium 4°75 5-60 4-70 
Phosphorus — 2-50 
Chloride... 79 98 
Bicarbonate 32 27 
Albucin ace 4-10 -20 
Globulin 2-10 2-20 
Total wie 6-20 | 
(mg. per 
100 ml. id | 
ree 73 | 86 
Total 206 269 
Blood- “tasting (mg. 
per 100 ml.) 77 | 80 — 
Blood-urea (mg. per 100 mi. ) 32 40 — 
Basal metabolic rate 9% | 


Electromyography and serum acetyl-— 


height 5 ft. 3 in.), her skin was dry — not abnormally 
pigmented, and her hair distribution was normal. There was 
extreme muscular weakness, so that she could not lift her 
outstretched legs from the bed. No further abnormality 
was found on clinical examination, and the optic discs and 
central nervous system were normal. In the laboratory 
findings (see table) the only abnormality was a pronounced 
hypokalemia (2 m.eq. per litre) and a low serum-chloride 
level. The urea clearance was 30 and 24 c.cm., and diuresis 
1-12 and 0-72 ml. per min. (After potassium therapy 
the urea clearance was 75 and diuresis 3-4 ml. per min.) 
Electrocardiography on numerous occasions showed changes 
characteristic of hypokalemia (fig. 1). The X-ray appear- 
ances of the cranium, lungs, and urinary tract were normal. 

Progress.—A few days after her admission the patient 
became cedematous; she said that the oedema was less 
than she had formerly but was of the same type. It dis- 
appeared quickly and spontaneously. In the next few months 
the patient was free from symptoms, except for anorexia, 
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HOURS AFTER ADMINISTRATION OF POTASSIUM 


0 I 3 24 * 43 
Serum-Potassium (m.eq. per litre) 
2°66 4:93 4H 3°44 3°03 
Fig. 2—Electrocardiographic changes during administration of 
The t of p i excreted in the urine in the 


first twenty-four hours was 169 g. Potassium phosphate (15 g. of 
potassium) was given by mouth at 0 hr. 


general weakness, and amenorrhea. Her serum-potassium 
was persistently low (about 2°5 m.eq. per litre). Since it was 
thought that the hypokalemia might be a sequel to the 
treatment with deoxycortone potassium therapy was post- 
poned for six months to see if there would be a spontaneous 
remission, and it seemed certain that by then the deoxy- 
cortone injected would have been eliminated (see fig. 3). 
During these six months the patient was kept in bed on.an 
adequate, varied, and appetising diet, and her condition 
improved slightly; as her appetite increased she gained 
5 lb. in weight and her tiredness and weakness waned a 
little, though she could still get out of bed only with difficulty 
and for short periods. 

Potassium Treatment.—Potassium was given for the first 
time on March 22, 1949, when the patient’s serum-potassium 
was 2-84 m.eq. per litre. After 15 g. of potassium, in the form 
of neutral potassium phosphate (KH,PO,, 52-4 g., K,HPO,, 
33°5 g., water to 300 g.), had been given by mouth, her 
serumi-potassium rose to 4:9 m.eq. per litre in three hours 
(see fig. 2). The potassium had a powerful effect, producing 
transient palpitations and later a temporary collapse, with 
a suggestion of tetany in the position of the fingers. The 
considerable quantity of phosphate which this solution con- 
tained caused a fall in serum-calcium. In the next twenty- 
four hours only 1-69 g. of potassium and 0-04 g. of sodium 
was excreted in the urine. The neutral potassium phosphate 
solution by mouth was continued in the dosage shown in 
fig. 3. In the: subsequent period a considerable retention 
of potassium was demonstrated—more than 87% (2-7 g. a 
day) of the potassium phosphate given, over and above the 
potassium in her food, was retained. After ten days’ treatment 
her serum-potassium was 5:13 m.eq. per litre, and the propor- 
tion of the potassium retained in a three-day period was 
96% (2:9 g.aday). Excretion of sodium remained abnormally 
low (0-02-0-83 g.aday). When the patient’s serum-potassium 
had become normal, the dose was reduced to 1-5 g. of potassium 
a day (neutral potassium phosphate solution 15 ml. in one 
daily dose). In addition 0-8 g. of sodium (2 g. of sodium 


: 
ham for 
p 
Research 
64. 
5 
| 
| 4 
| 
| 
: 
4 
amained so 
: 
‘ 


374 THE LANCET] 


| 


DR. KJERULF-JENSEN AND OTHERS: PERSISTENT HYPOKALAMIA 


[FEB. 17, 1951 


ASTHENIA ASTHENIA 
+ 
R 
x 
3 
120 
Soy 
BOF 
Normal level 
SHS 3k 
WR 2r 
Qs 
~ 


‘potassium daily by anti, her average daily 
excretion of urine over a three-day period 
was 2267 ml., containing 5°65 g. of potassium 
and 2-76 g. of sodium daily. 

The potassium treatment has been con- 
tinued since January, 1950, with a neutral 
aqueous solution of potassium salts containi 
KH,PO, 45 g., K,HPO, 45 g., and KCI 130 g., 
in a litre of distilled water. Each 10 ml. 
of this solution contains potassium 1 g. 
(25-9 m.eq.), phosphorus 0-18 g. (8-5 m.eq. of 
PO,), and chloride 0-62 g. (17-4 m.eq.). 


DISCUSSION 


It seems clear that this patient cannot 
maintain the normal level of potassium 
- _ in her extracellular fluid without a regular 
=) supplementary intake of potassium. The 
— reason for this is obscure. Theoretically, 
“ such a defect might arise: (1) in the 
“| kidneys, where there might bé a reduced 
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Fig. 3—Variations in serum-potassium, blood-pressure, and muscle function before 


and after treatment with potassium phosphate by mouth. 


chluride) was given daily. It had been observed previously 
that the patient’s cyclic ceedema was independent of her intake 
of sodium chloride. Thereafter her serum-potassium remained 
sul normal or normal, and her serum-sodium was 133 m.eq. 
per litre (see fig. 3). The average volume of urine excreted 
over a three-day period was 1720 ml., with a daily excretion 
of 3 g. of potassium and 0-6 g. of sodium. The patient’s 
appearance and general condition improved strikingly in 
this period, and she was discharged feeling reasonably well 
on April 15, 1949. Her tiredness and weakness had dis- 
appeared, menstruation was normal, and she resumed her work. 

Course after Discharge-—On June 1 the patient of her own 
accord reduced her daily dose to 0°5 g. of potassium (5 ml. 
of the solution), and after this she became worse and her 
serum-potassium fell. The dose was therefore increased 
(fig. 4), whereupon her symptoms again disappeared. 

On Aug. 16 her serum-potassium was 4-07 m.eq. per litre 
and her electrocardiogram still normal. On her own initiative 
she stopped her potassium altogether on Sept. 10, because 
she felt completely well. A few days later she felt tired 
and weak and had palpitations. On Oct. 14 her serum- 
potassium was 2-76 m.eq. and her serum-sodium 134 m.eq. 
per litre. When she resumed her treatment she recovered 
completely in a few days. At the end of November she 
again experimented by halving her daily dose, taking 0-5 
instead of 1 g. of potassium. Her health gradually deterio- 
rated, and her serum-potassium fell to 3-06 m.eq. per litre. 
The previous dosage of potassium had to be resumed and 
again she fully and rapidly recovered. Her tendency to 
intermittent oedema and retention of fluid, with increase in 
weight, particularly before menstruation, did not seem to be 
affected by the therapeutic intake of potassium (see fig. 4). 
A glucose-tolerance test with 25 g. of glucose by mouth gave 
the characteristic fall in serum-potassium, but did not produce 
pareses such as occur in familial muscular paralysis (fig. 5). 
After two months, during which she regularly took 3 g. of 


POTASSIUM 1g. daily by mouth 
a MANIFEST CEDEMA OF SKIN 
49+ 4 
= 
8 46 
Menstruation 
8 12 24 28 1 5 
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Fig. 4—Variations in fluid content of body in relation to changes 
in body-weight. 


reabsorption of filtered potassium and/or 
increased tubular excretion of potassium ; 
(2) in the muscles, if they were not 
assimilating potassium in the normal way, 
as happens in familial muscular paralysis ; 
or (3) in the hypothalamus, where the 
chemosensitive electrolyte-regulating centres might be 
insufficiently sensitive to the plasma-potassium level. 

The considerable retention of potassium that followed 
its administration 
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be relieved by sud- 

denly reducing the sere 
potassium level in Fig. 5—Glucose-tolerance test. Note absence 
ihe entenstiinies of paresis and of any dangerous fall in 

blood-pressure during the accentuated 
fluid—e.g., by in- hypokalemia. 
creasing the intake 
of glucose. The present patient, however, never had 
any acute attacks of paresis. 

A disturbance of central regulation seems the 
most likely explanation, and this might have arisen 
from the patient’s lymphocytic meningitis some years 
before. 

For the present the patient’s chronic potassium 
deficiency must be classed as cryptogenic, but it is 
important to recognise that such cases exist; that the 
condition may be hard to differentiate from Addison’s 
disease, anorexia nervosa, and familial periodic muscular 
paralysis; and that potassium phosphate by mouth 
will relieve all the symptoms of hypokalemia over long 
periods and may be life-saving. 


SUMMARY 


A woman of 33, who had had lymphocytic meningitis 
five years before, developed severe anorexia and muscular 
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weakness after an attack of peritonsillitis and a six- 
month abortion. She was at first thought to have 
Addison’s disease, but treatment with sodium chloride 
and deoxycortone produced severe cardiac disturbances 
and she was then found to have a very low serum- 
potassium level. 

Her hypokalemia and weakness lasted for six months 
and could only be relieved by giving potassium phosphate 
regularly by mouth, her condition relapsing whenever 
the potassium therapy was discontinued. 
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In the hope of throwing some light on the treatment 
of patients with severe potassium deficiency we are 
reporting the following case of chronic renal hypo- 
kalemia, with the blood-electrolyte findings during 
several forms of potassium therapy. Some studies of 
the inter-relation of serum-electrolytes in rabbits are 
also described. 

CASE-RECORD 


A married woman, aged 44, was admitted on Oct. 1, 
1949, to Blegdams Hospital with several days’ history 
of nausea and vomiting, anuria, and constipation. She had 
been well until January, 1947, when a cancer of the uterus 
was diagnosed and treated with radium. She then developed 
a vesicovaginal fistula, which had not been closed despite four 
operations, In June, 1949, the right ureter was transplanted 
into the pelvic colon (Coffey’s operation). No excretion from the 
left kidney was found on intravenous urography. Diuresis 
became normal after the operation, but no urine was passed in 
the natural way. The blood-urea which had previously been 
normal, rose immediately after the operation to 192 mg. 
per 100 ml. and later fell to about 100 mg. The patient 
had several bouts of fever, which were ascribed to ascending 
urinary infection and treated with penicillin, streptomycin, 
and sulphamethylthiodiazole. After the operation the 
patient had complained of constant tiredness. 


First Admission.—The patient was very ill, cold, and 
cyanotic, with uremic foetor. Her skin and mucose were 
dry and flabby. Her temperature was normal, pulse-rate 
64 per min., and blood-pressure 100/65 mm. Hg. It was 
suspected or, rather, certain—that she had a negative 
potassium balance even before the potassium analyses were 
made, because of the type of respirations and the electro- 
cardiogram. Her respirations were slow at first, but after 
elimination of the acidosis they became frequent and irregular, 
without being of the Cheyne-Stokes type ; they corresponded 
to the type found in hypokalemia ‘and described by Bodansky 
(1949) and others as “‘ fish-mouth ” respiration. The electro- 
eardiogram (fig. 1) showed changes characteristic of hypo- 
kalemia: low or iso-electric T waves, depression of P-Q 
and s-T intervals, prolonged Q-r interval, and ventricular 
extrasystoles (compare fig. 2, an electrocardiogram taken 
after her serum-potassium had become normal). 

Her potassium and bicarbonate serum levels were very low, 
but sodium, chloride, and calcium were within normal limits 
(fig. 3). The administration of isotonic solution of sodium bicar- 
bonate and neutral potassium phosphate in the first few days— 
the potassium solution had originally been prepared for the 


generalised 


treatment of diabetic coma and contained 36 m.eq. of potas- 
sium and 120 m.eq. of sodium per litre (Kjerulf-Jensen 1949)— 
restored the serum-bicarbonate to normal without having 
much effect on the potassium level. On the other hand, 
the serum-calcium fell to 1:8 m.eq. per litre (3-6 mg. per 
100 ml.), which caused tetany and prevented the blood from 
coagulating unless calcium chloride was added. The serum- 
phosphorus was twive the normal value. These great 
changes in calcium and phosphorus were attributed to the 
parenteral administration of too much phosphate. Similar 
changes were 
subsequently 
produced 
experimentally 
inanimals. The 
removal of 
calcium from 
the plasma was = x 
thought to be 
due to its 
deposition in 
the bones. The 
large amount 
of isotonic sol- 
utions given 
caused severe 
over-hydra- 
tion, the 
shematocrit 
falling from 32 
to 23% and 


KI 


Fig. !—Electrocardiogram in untreated hypo- 
kalemia: serum-—potassium m.eq. and 
serum-calcium 5°! m.eq. per litre; P-Q0°20sec.; 
Q-R-S 0°08 sec. ; S-T negative; T waves iso- 
electric or negative ; ventricular extrasystoles 
present. 


edema and 
severe lung 
cedema_ deve- 
loping. For the } 
hydremia two transfusions of whole blood and twoigtravenous 
infusions of 100 ml. of 50% glucose were given, which led to 
slight improvement. Despite the severe hydration, diuresis was 
still too small to be measured. The patient seemed moribund ; 
but in view of the severe hypokalemia still present a hyper- 
tonic solution (10%) of potassium chloride was given by 
mouth as a last resort, 10 ml. every quarter of an hour for 
fourteen doses. Within an hour there was profuse diuresis, 
the cedema vanished, and the patient’s general condition 
improved remarkably. A few hours later, however, she had 
a slight attack of collapse, accompanied by tetany which 
rapidly disappeared after an intravenous injection of calcium 
gluconate. The patient continued to improve under treat- 
ment with hypertonic potassium chloride solution and 
calcium lactate 
by mouth. 
Her potassium, A 
calcium, and 
phosphorus 
levels returned 
to normal, and I 
her blood- 
urea fell from 
317 to 133 mg. ; 
per 100 ml. 1 
time in hospital 
her tempera- ff 
was unstable, 4 
but after a 
four-day 
ite Fig. 2—Electrocardiogram after correction of 
normal and hypokalemia with potassium salts: serum- 
potassium m.eq. and serum-calcium m.eq, 
Radiography per litre; R—R 0-7 sec.; P-Q 0°18 sec.; Q-R-S 
0°05 sec.; Q-T 03 sec.; T positive in leads 
on the d ay and III ; no extrasystoles. 
before her dis- 


chargerevealed 
bilateral lung infiltrations resembling old tuberculous lesions ; 
there had been no cough or sputum. On her discharge, at her 
own request, after twenty-two days in hospital, she had 
regained her normal weight of 8 st. 4"/, lb. (53 kg.). 

Second Admission.—Seventeen days after her discharge 
she was readmitted for a relapse after two or three days’ 
vomiting and anuria. She was not quite so ill as on the first 
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admission, and her serum-potassium was not quite so 5 ae: 
On the other hand, her serum-bicarbonate was extremely 
low (fig. 4). No potassium phosphate was given, but a 
10% solution of potassium chloride and sodium bicarbonate 
powder were given by mouth. In two days her serum- 
bicarbonate became normal and her serum-potassium rose 
slowly. There was a considerable retention of fluid (hamato- 
crit fell from 30 to 21%), and her serum-phosphorus fell 
almost to zero, but her serum-calcium remained normal 
an there were no clinical manifestations of calcium deficiency. 
Continued administration of potassium chloride, in smaller 
daily doses, led to a sudden rise in the serum-potassium on 
the fourth day (by which time 1072 m.eq. of potassium had 
been given) to well over normal values. The potassium 
curve indicates that in the first few days of treatment the 
cells had assimilated a considerable amount of potassium 
(diuresis had not yet begun) and that the serum-potassium 
did not rise until the supply of potassium exceeded this 
cellular assimilation. From this time her serum-phosphorus 
began to rise without any form of extra phosphate adminis- 
tration. Her blood-urea varied from 71 to 112 mg. per 100 ml. 
Her red-cell potassium level was estimated every day in the 
hope of obtaining some idea of the intracellular potassium 
deficit. The results (fig. 5) show that throughout her stay 
the potassium content of her red cells was below normal, even 
during intensive administration of potassium, when her 
serum-potassium was higher than normal; this finding is 
in accordance with the conception that the exchange of 


potassium is slower in the red cells than in most other cells. . 


It was soon possible to re-establish her electrolyte balance, 
but this time the anticipated improvement in her general 
condition did not follow, and the patient gradually developed 
a continuous high fever and began to cough up sputum 
containing numerous tubercle bacilli; X-ray examination 
now showed rapid progression of the lung infiltration with 
cavity formation. Her condition was hopeless, and despite 
penicillin and streptomycin she died 14 days after the start 
of the pyrexia. 


Necropsy Findings.—Recent tuberculous pneumonia and 
cavities were found in the left lung and older proliferative 
tuberculous processes in the right lung. There was a bilatera: 
hydronephrosis, the left kidney tissue being only 3-4 mm. 
thick. The left ureter was dilated and ended blindly in fibrous 
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Fig. 3—Electrolytes in patient’s blood and treatment with electrolytes during first stay in hospital. 
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scar tissue in the lesser pelvis; the right ureter, which had 
been implanted in the colon, was dilated to the thickness of 
a finger. Microscopy of the kidney tissue revealed no tuber- 
culosis. The suprarenal glands were normal. There was no 
sign of recurrence in the uterine cancer, and no internal 
metastases were found. A fat-free piece of iliopsoas muscle 
tissue was analysed, with the following results : 


Findings in Normal ran 
Content iliopsoas (Mudgeand V islocky 1949) 
Total solids(%) .. 236 19-8-21-6 
Potassium (m.eq. per kg.) . . 51 81-9-98-0 
Sodium (m.eq. per kg.) 107 35-9-44-2 
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It will be seen that the potassium content of the muscle 
was low, whereas the sodium was significantly above normal. 
This fits in with the well-known view that during potassium 
deficiency sodium may act as a substitute for potassium in 
the cells. 


EXPERIMENTS ON ANIMALS 


Experiments were performed in an attempt to repro- 
duce in animals some of the changes observed in the 
patient’s electrolyte balance during treatment. 

The effect of giving neutral sodium phosphate solution 
was studied in two normal rabbits weighing 3 kg. 
Phosphate corresponding to 0-4 g. of phosphorus was 
given, first (fig. 6) through an cesophageal tube, and 
secondly (fig. 7) by continuous intravenous infusion 
for 50 minutes. In both experiments the serum-phos- 
phorus rose while the serum-calcium fell from the 
normal of about 6 m.eq. to 3-6 and 2-2 m.eq. per 
litre, whereas the levels of glucose and potassium were 
unaffected. 

Continuous tntravenous infusion of 3 m.eq. of potas- 
sium per kg. of body-weight into a normal rabbit for 
40 minutes did not demonstrably affect the serum- 
phosphorus level (fig. 8). 


DISCUSSION 


There were probably several causes for the patient’s 
severe potassium deficiency. The supply of potassium 
was low because 
of reduced food 
intake. The 
vomit contained 
13 m.eq. of 
potassium per 
litre (50 mg. per 
100 ml.). The 
renal potassium 
loss was not 
POTAS.. measurable, 
CALCIUM because implan- 
4 tation of the 
ureter in the 
intestine made 
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dosed with neutral sodium phosphate solution certain that the 
ay patient lost 
potassium even 
when she was not vomiting, and when her food intake 
was normal, it must be assumed that the renal loss was 
the most important factor in her deficiency. Ferris and 
Odel (1950) found that 79% of 141 patients with bilateral 
ureterosigmoidostomy showed a tendency to acidosis 
and hyperchloremia, with symptoms corresponding to 
those of our patient, but they do not mention potassium 
depletion in their patients. In their opinion acidosis is 
caused by reabsorption of chloride through the intestinal 
mucosa. Protracted acidosis is known to be accom- 
panied by a loss of calcium, potassium, and phosphorus 
from the tissues, and that the rapid correction of acidosis 
may be accompanied by extremely low extracellular 
concentrations of these electrolytes and severe clinical 

symptoms (Rapoport et al. 1947). 

The total potassium deficit seems to have been 
considerable in the present case. Most of the potassium 
(1072 m.eq.) administered in four days must be regarded as 
having been retained, because in the first three days of 
this treatment the patient neither vomited nor excreted 
urine or feces. Her lowest serum-potassium level was 
1-12 m.eq. per litre (4-4 mg. per 100 ml.). 

During the first three days of the first stay in hospital 
(fig. 3),; potassium was administered in the form of 


organism is not 


rabbit infused intr ly with be 


neutral potassium phosphate solution. The result was 
hyperphosphatemia and hypocaleemia. During the 
second stay in hospital potassium was administered 
without previous or simultaneous administration of 
phosphate. The 
result was hypo- 
phosphatemia, 
Though the hypo- 
phosphatemia 
produced no clini- 
cal symptoms, 
it must be 
desirable, in order 
toencourage 
assimilation of 
potassium by the 
cells, to supply an 
optimal quantity 
of phosphate re- 
lating to the 
amount of potas- 
sium given. The 
relation between 
the amounts of 
potassium and of ) 
phosphate (in 
equivalents) 
required by the 
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to 1 eq. of phosphate to 2 eq of chloride or 
bicarbonate in the present case, according to our 
calculations. Butler et al. (1946) and Reyersbach 
et al. (1948) have used a solution containing 5 eq. of 
potassium to 1 eq. of phosphate. The optimal relation 
is, however, subject to individual variation. The fact 
that in the experiment on the rabbit (fig. 8) no fall in 
plasma-phosphorus level was demonstrable during 
infusion with potassium chloride is in accordance with 
the assumption that the disappearance of phosphate 
from the plasma was connected with the assimilation of 
potassium and phos- 
phorus by the cells. An 
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During intensive treatment with potassium there is 
always a risk of acute hyperkalemia, which develops 
when the amount of potassium given exceeds the amount 
which the cells can assimilate. This risk can be reduced 
by giving potassium salts by mouth and by making 
frequent estimations of the plasma-potassium level. 


SUMMARY 
Acute hypokalxinia (plasma-potassium level 1-12 m.eq. 


_per litre) developed in a woman of 44 with chronic 


kidney disease. It was combated successfully with 
parenteral and oral potassium salts. In four days the 
patient retained 1072 m.eq. of potassium and was 
dramatically relieved. 

The administration of neutral potassium phosphate 
caused hyperphosphatemia and hypocaleemia, with 
temporary tetany and inhibition of blood-clotting. 

The administration of a concentrated solution of 
potassium chloride without a simultaneous supply of 
phosphate reduced ‘the serum-phosphate to zero. There 
were no demonstrable changes in serum-calcium or any 
clinical symptoms. 

In experiments on normal rabbits the administration 
of sodium phosphate lowered the serum-calcium while 
the serum-potassium remained constant. The infusion 
of potassium chloride solution in normal rabbits did 
not lower the serum-phosphate. These findings agree 
with the conception that the fall in serum-phosphate 
is intimately connected with the assimilation of potassium 
by the potassium-deficient cells. 
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METALLIC mercury and mercurial salts are handled 
and used in various industries, and as a result considerable 
attention has been paid to the risk of chronic mercurial 
poisoning. A comparatively recent development is the 
use of grey powder (hydrargyrum cum creta) in the 
investigation of fingerprints. 

The chief drawbacks which have confronted investiga- 
tors of industrial mercury poisoning have been: (1) the 
difficulty of accurately determining minute amounts of 
mercury ; (2) the fact that the three main manifestations 
of chronic mercurial poisoning—erethism, tremor, and 
stomatitis—are, particularly in mild cases, difficult to 
distinguish from conditions which arise fairly commonly 
in people who have no contact with mercury in any 
form ; and (3) the apparently considerable quantitative 
differences in the reaction of different people to mercury, 
since it has generally been impossible to trace any 
correlation between the presence or severity of the 
symptoms and the probable amounts of mercury 
absorbed. 


The difficulty of accurately determining indicate 
quantities of mercury may now be regarded as having 
been overcome, since Milton and Hoskins (1947) have 
published a method by which it is possible to determine 
mercury in urine in concentrations as low as 0-005 part 
per million. The other difficulties still remain. 


PREVIOUS INVESTIGATIONS 


A comprehensive survey of the historical aspect of 
chronic mercury poisoning in industry was made by 
Buckell et al. (1946). They also investigated workers 
in a thermometer factory, and the amount of mercury 
excreted in the urine in twenty-four hours ranged from 
136 to 3478 ug. The three characteristic symptoms (ere- 
thism, tremor, and stomatitis) were looked for and their 
presence or absence was apparently independent of the 
urinary mercury level. The average mercury level was 
about the same in the symptomless workers as in those 
found to have any or all of these three. 

One employee had at work an excretion of 2360 mg. 
After seventeen days’ absence he had an excretion of 
1290 mg. indicating that mercury was probably still 
being absorbed from the clothing. Estimation of the 
mercury content of the air showed that the rate of 
excretion was very much more than could be absorbed 
by respiration. Washings from the hands contained up 
to 9800 ug. per worker. It was concluded that absorp- 
tion took place largely through the skin or the alimentary 
tract. In one case the daily excretion of mercury during 
two separate weeks ranged from 96 to 1000 ug. Ina 
further week in the same case the range was 66-270 ug. 
In 14 controls free from any contact with mercury the 
highest excretion of mercury was 90 ug. and the lowest 
5 ug., the average being 31-5 ug. 

Agate and Buckell (1949) examined 32 police officers 
who used grey powder in the demonstration of finger- 
prints. In their series only two symptoms were manifest 
—tremor and erethism—and 4 of the 32 police officers 
showed both symptoms. Again there seemed to be no 
relationship between the symptoms and the amounts 
excreted. The average excretion was higher in the 
officers without symptoms than in those with one or both 
symptoms. 

At first sight these two investigations seem to indicate 
that there is no relationship between the presence or 
severity of the symptoms and the amount of mercury 
ingested or excreted. There are, however, several 
factors to consider before such a conclusion is drawn. 

The chief difficulties in interpreting the figures seem 
to be: 


(1) Except in 2 cases in the thermometer factory, the 
amount of mercury excreted by each person was estimated 
during one day only ; 


(2) The symptoms are not easily diagnosed and assessed, 
particularly in mild cases. 
The second difficulty may not have been of much 
significance because the observers were skilled and were 
well aware of the pitfalls, but an indication of what is 
considered an excessive or toxic dose, apart from idio- 
syncrasy, would help in other cases. It is clear from 
the published findings in the above investigations that 
the first difficulty cannot be neglected. We have found 
that the amount of mercury excreted varies considerably 
from day to day, and this is illustrated in the one case 
reported by Buckell et al. (1946) in which repeated 
determinations were made. In one week the daily 
variation was from 96 to 1000 ug., and in another week 
from 66 to 270 ug. It is evident that care must be 
exercised in drawing deductions from the excretion on a 
single day. This must be remembered when interpreting 
the results of Agate and Buckell (1949), since they 
also determined the excretion on one day only for each 
police officer. 
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PRESENT INVESTIGATION 


We felt that further information was advisable before 
condemning the use of mercury with chalk (B.P.) in the 
detection of fingerprints, particularly since, in spite of 
the practice being world-wide, no severe case of mercurial 
poisoning from this cause could be traced. This work 
was undertaken to find out whether any effect could be 
detected clinically in men investigating fingerprints with 
the mercury powder. The best indication of the probable 
amount of mercury ingested seemed to be the amount 
excreted in the urine. Buckell et al. (1946) and other 
workers have concluded that the bulk of the mercury is 
probably absorbed through the skin or finds its way 
into the body by the mouth. The mouth is probably the 
main source of the intake, and one may assume that the 
mercury gets to the mouth mainly from the hands via 
the food. No reliable published figures could be found 
to correlate the amount excreted in the urine with the 
quantity ingested, but probably at least a rough relation- 
ship exists. Even in cases where the excretion and 
therefore probably the intake are comparatively large 
the actual amounts are really very small. Large varia- 
tions in the daily intake are therefore to be expected, 
since 1000 yg. of mercury with chalk, containing 330 ug. 
of metallic mercury, is a scarcely visible quantity, and the 
contamination of the hands and therefore possibly of the 
food is largely accidental and must be extremely variable. 
Obviously the amounts of mercury ingested and excreted 
may bear little relationship to the total amount of 
exposure to the powder, especially when judged by a 
single test of the excretion. Much must depend on the 
technique of using the powder, cleaning the hands and 
clothes, &c. 

Two officers, A with twelve years’ and B with nine 
years’ experience in “ dusting,’’ volunteered to help 
in the investigation and agreed to provide material for 
examination. Twenty-four hour specimens of urine 
were taken from both at intervals over a few months 
to find whether the absorption of mercury, judged by the 
excretion, could be related to the amount of work done, 
and whether the amount found could be classed as 
excessive. It was also decided to try simple means to 
reduce the intake and to determine if the effect of such 
means would be demonstrable. No erethism, stomatitis, 
or tremor was found in either volunteer. This was 
confirmed by Prof. R. E. Lane, of the department of 
occupational health in Manchester University, and 
Dr. J. F. Wilkinson, of the department of hematology, 
Manchester Royal Infirmary, who made independent 
examinations. Specimens of handwriting and free 

line-drawing were without fault. The twenty-four hour 
samples were taken during ordinary working periods 
except where otherwise indicated. The process for the 
determination of the mercury was substantially that 
given by Milton and Hoskins (1947). The results 
were as follows : 


Mercury (ug.) excreted 
in 24 hours | 
Date Comments 
Subject Subject | 
A B | 
Noy. 8, 1949 — 99 
Nov. 11, 1949 396 182 | 
Nov. 17, 1949 394 284 | 
Nov. 25, 1949 214 | 9 | 
Dec. 1, 1949 697 | 100 | Busy week previously 
Dec. 28, 1949 85 53 | A, six days’ holiday ; 
| veralls worn, an 
Feb. 13, 1950 208 | 98 careful attention 
| washing of hands 
March 14,1950 78 | 42 from Feb. 7, 1950 


It was thought possible that the higher figures of 
A were due to the fact that he performs duty in civilian 
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clothes and visits scenes of crime during the day, with 
probable further absorption from the clothes he continues 
to wear. B, on the other hand, does most of his work 
in uniform inside police headquarters. 


DISCUSSION 


From Noy. 8 to Dec. 28, 1949, no special precautions 
during ‘‘ dusting ’’ were taken, the methods being those 
used by these officers for many years previously. These 
figures therefore give a picture of the absorption which 
had been taking place for years. In the case of subject 
A four samples taken during ordinary working periods 
gave an average daily excretion of 425 ug., and subject B 
five samples similarly taken gave 152 ug. daily. It 
should be emphasised that, though these figures probably 
represent fairly closely the average excretion, excluding 
holiday periods, over many years, there were no clinical 
signs of mercurial poisoning. It is evident that the rate 
of excretion rapidly follows the rate of intake, since the 
excretion fell to almost normal proportions after six 
days’ holiday in the case of A and four days’ holiday 
in the case of B. 

After a week’s wearing of overalls during the actual 
use of the powder and with more careful washing of the 
hands the findings for each officer were lower than any 
previously obtained during full working periods. In the 
case of A the figure was less than half of the previous 
average, and in the case of B it was two-thirds. The 


- two further samples taken fifteen days and thirty-five 


days after the start of these simple precautions gave 
very low figures.- Probably the powder previously 
deposited on the clothes, &c., had been removed by this 
date. The excretion of A was then about the same as 
the higher results found by Buckell et al. (1946) in 
normal people who had no known contact with mercury, 
and in the case of B well below that of many persons with 
no known contact. 

Mercury can cause chronic poisoning but, apart from 
hypersensitivity and/or idiosyncrasy, only when the 
intake or absorption exceeds a certain, as yet unde- 
termined, amount. It is evident from the work of 
Buckell et al. (1946) that mercury in appreciable 
quantities is excreted by most, if not all, the population, 
and therefore there must be an intake of mercury, 
probably in the food. The quantitative factor therefore 
becomes of paramount importance. Buckell et al. 
(1946) found in fourteen normal persons with no known 
contact with mercury in any form a daily range of 
excretion from 5 to 90 ug., average 31:5 ug. These 
figures are similar to those observed by us, who obtained 
a figure of 21 ug. for the average daily excretion in one 
person. 

Mercury in various forms has been and is often used 
medicinally, often over very long periods. A normal 
dosage for certain purposes would be about gr. 1 
(64,800 ug.) weekly for twelve weeks, a total of about 
800,000 ug. Symptoms of mercurial poisoning which 
then occasionally occur are regarded as indicating hyper- 
sensitivity. It is therefore evident that the normal 
human body detoxicates small quantities of mercury 
throughout life, and can for fairly long periods deal with 
comparatively large amounts. 

We do not wish to belittle the danger of chronic 
mercurial poisoning in those who regularly handle mercury 
inany form. We feel, however, that valuable information 
about the probability of such poisoning can be obtained 
by estimating fairly often the daily excretion of mercury 
by such people. The two police officers who were 
examined have been responsible for all the fingerprint 
work in the area, and have used grey powder exclusively 
for many years. They have shown no clinical sign 
of chronic mercurial poisoning in spite of an average 
daily excretion of 425 ug. and 152 ug. Simple precautions 
reduced this excretion to daily averages of 89 yg. and 
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41 vg., which are within the limits observed in persons 
without any known contact with mercury. We consider 
it desirable that clinical observations should be made 
and the urinary excretion of mercury estimated over a 
considerable period in each of a large number of cases 
before conclusions are drawn about the possible dangers 


of chronic mercurial poisoning, particularly in fingerprint 
detection. 


SUMMARY 


Two police officers heavily engaged for years in finger- 
print detection with mercurial powder were examined. 
No clinical signs of mercurial poisoning were detected 
by several independent observers. : 

The average daily urinary excretion of mercury over 
a period of two months with no precautions was 425 ug. 
and 152 ug., excluding holiday periods. By care in 
washing the hands and the wearing of overalls these 
amounts were reduced by three-quarters. 

It is suggested that, before the use of mercurial powder 
for fingerprint detection is considered as representing 
a definite risk, fairly protracted observations should be 
made on each of a large number of people who are pre- 
pared to exercise care in taking simple hygienic measures. 

There is some evidence that the urinary excretion of 
mercury can be used to supply information about the 
amount ingested. 
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EFFECT OF VENOUS OCCLUSION ON 
PERIPHERAL ARTERIAL BLOOD-FLOW 


JESSE E. THompson* Joun R. Vanet 
M.D. Harvard B.Sc. Oxfd 


From The Nuffield Institute for Medical Research, Oxford 


INTERMITTENT venous occlusion, by means of a 
pneumatic cuff placed round the thigh was introduced 
in 1936 by Collens and Wilensky for the treatment of 
patients with obliterative vascular disease. The rationale 
was that the reactive hyperemia which follows release 
of the occluding pressure (Lewis and Grant 1925) might 
promote the development of the collateral circulation. 
Collens and Wilensky used intermittent venous-occlusion 
pressures of 30-90 mm. Hg, with a cycle of two minutes 
on and two minutes off, and they reported beneficial 
results in a high proportion of their 124 patients. 

Since its introduction numerous other investigators 
have examined the therapeutic effects of intermittent 
venous occlusion in man, yet there does not seem to be 
any unanimity about its efficacy. Whereas Collens and 
Wilensky (1937), Brown and Arnott (1937, 1938), Evoy 
and de Takats (1948), and Linton (1949) have found it 
beneficial in the treatment of vascular disease, Allen 
et al. (1946) and Smithwick (1949) consider it to be of 
little or no use. Among those who use the method and 
find it helpful some believe it is of value only in acute 
arterial emergencies, such as embolism and thrombosis, 
while others use it also in chronic conditions. 


SUPPOSED EFFECTS 


Two types of vascular change have been supposed to 
result from intermittent venous occlusion: (1) the acute 
effects, which include the changes occurring during the 
period of occlusion and immediately after its release ; 
and (2) the chronic effects, which may include the 
changes occurring in the collateral circulation to the limb 
over a long period. 

The acute effects have been investigated in man and 
animals with conflicting results. The chronic effects 
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have been observed only in patients with obliterative 
vascular disease, again with conflicting results, and have 
not been subjected to direct experiment. Direct measure- 
ment of changes in the collateral circulation in patients 
has not yet proved feasible, and in animals such long-term 
investigations are admittedly difficult and have not 
been undertaken. 


PREVIOUS INVESTIGATIONS 


Methods used for examining acute effects of intermittent 
venous occlusion on arterial blood-flow are of two 
types: (1) the first has been designed to study the 
circulation in man by various indirect methods when 
venous occlusion is applied for a limited time; and 
(2) the second has been designed to study the circulation 
in laboratory animals by measuring the arterial blood- 
flow directly during and after short periods of venous 
occlusion. 

Allen and McKechnie .(1937) studied the effect of inter- 
mittent venous occlusion on the surface temperature of 
19 patients with and without arterial disease, and could 
find no evidence of significant or consistent vasodilatation 
resulting from the procedure. 

Veal and McCord (1939), testing blood-oxygen changes in 
11 healthy males after intermittent venous occlusion, con- 
cluded there was no increase in the rate or volume of blood- 
flow, and that a true reactive hyperemia was not produced. 

Abramson et al. (1941), using a plethysmographic method, 
found no increase in blood-flow either during or after venous 
occlusion in the leg or forearm, but sometimes observed a 
slight increase in the hand and foot. 

Friedland et al. (1943) and Halperin et al. (1948), using 
capillary microscopy, skin-temperature readings, plethysmo- 
graphy, and venous blood-oxygen differences in human 
patients, concluded that blood-flow in the limbs is not 
increased during venous occlusion but is usually decreased. 
They postulated two causes for this observation: (1) a reduc- 
tion in the pressure gradient from artery to vein,* due to 
increased venous pressure ; and (2) a decrease in the calibre 
of small vessels in the compressed area causing an increased 
resistance to flow. 

The evidence obtained by indirect methods in man 
suggests that there is no increase in mean arterial 
blood-flow during venous occlusion. 

Linton et al. (1941) reported changes in arterial flow 
during venous occlusion in dogs. They used a thermo- 
stromuhr method. Venous occlusion was produced either 
with a pneumatic cuff placed round the thigh or by 
clamping the major veins. During venous occlusion the 
arterial inflow to the hind limb increased, and immediately 
after release of the occlusion the arterial flow decreased. 
The changes were greater when the pneumatic cuff was 
used than when the major veins were occluded directly. 
On the basis of this rather surprising result Linton et al. 
recommended that the period of venous obstruction be 
longer than the period of release when intermittent 
venous occlusion was to be used for therapy in man. 
As it did not appear logical that arterial inflow should 
increase during venous obstruction, Gregg et al. (1948) 
studied the problem again. 

They used three different types of instruments to measure 
arterial blood-flow in the dog’s hind leg: (1) a Baldes-Herrick 
thermostromuhr ; (2) an orifice meter; and (3) an optically 
recording rotameter. With the thermostromuhr they obtained 
the same results as Linton—i.e., an apparent increase in 
arterial flow during venous occlusion, and an apparent decrease 
following its release. With the other two methods they 
consistently found a decrease in arterial flow during venous 
occlusion and an increase on release. 

The thermostromuhr is a complicated device which relates 
the rate of blood-flow to changes in the differential temperature 
between two thermojunctions, the flowing blood being heated 
by a unit situated between the two thermojunctions. Tests 
by Gregg et al. (1948) have revealed serious inaccuracies in 
the Baldes-Herrick thermostromuhr method of measuring 
blood-flow, since many factors other than blood-flow influence 
the results significantly. ‘“‘The amount of backflow in the 
flow pattern is particularly important since the flow pattern 
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in most arteries either normally contains backflow or it can 
be induced, and the instrument is so sensitive that such a 
change can cause the device to indicate incorrectly the 
directional change in flow.” 

Since the rotameter and orifice meter are not subject 
to the same criticisms as the thermostromuhr, Gregg 
et al. (1948) concluded that the results obtained with 
the thermostromuhr during venous occlusion were 
diametrically opposed to the truth. They therefore 
stated that the arterial blood-flow decreases during 
venous occlusion and increases after release of the 
occlusion. 


PRESENT METHODS 


In the present investigation we studied the acute 
effects of venous occlusion on the rate of arterial flow 
in animals by two direct methods not previously used 
for this purpose. 

Cats weighing 1-8-3-5 kg. were anesthetised with chloralose 
70 mg. per kg. of body-weight or with pentobarbitone 
30 mg. per kg. of body-weight. In some experiments the 
hind legs were denervated either before or during the perfusion. 
One hind leg was perfused through the iliac artery, the 
hypogastric and caudal arteries’ being tied; occasionally, 
in small cats, both hind legs were perfused from the aorta. 
The rate of blood-flow and the perfusion pressure were both 
measured directly. A carotid and a brachial artery were 
cannulated, and blood was taken from these into the perfusion 
pump through a resistance. The blood, kept at 37°C by a 
hot-water jacket, was pumped into the leg and returned by 
the normal venous channels. 
recorded by direct measurement with a volume recorder 
attached to the pump, and was registered as a series of vertical 
lines on a smoked drum. At the end of each experiment 

the recorder was cali- 
brated. Tested with an 
i artificial circulation, the 


greatest error found was 
+ 4% at 45 ml. per min. 
(the highest rate of flow 
obtained in this work). 
It isimportant to empha- 
sise that the actual vol- 
ume of blood entering 
the leg was measured, 


8L000-FLOW 
(m/l. per min.) 


ciated with indirect 
methods (such as the 
thermostromuhr) were 
eliminated. Full details 
of the perfusion method 
will be published else- 
where. . 

Serial radiographs 
were taken at intervals 
of 0-5-1-5 sec. after the 
injection of ‘Thorotrast’ 
(2-3 ml.) into the 
abdominal aorta. The 
injections were made 
through a ‘Polythene’ 
tube tied into the stump 
of the inferior mesenteric 
artery. 

Venous occlusion was 
achieved by wrapping 
a pneumatic cuff round 
the thigh and inflating 
it to known pressures 
measured with a mereury 
manometer. 
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Fig. 1—Cat (1-9 kg.), ‘Nembutal’ 
anesthesia with bilateral lumbar 
sympathectomy. Both hind legs per- 
fused from bifurcation of aorta. Blood- 
pressure recorded from left brachial 
artery. Flow before occlusion was 
32 mi. per min. At first mark, cuffs 
round both legs were inflated to 
80 mm. Hg ; the flow was reduced to 
26 mi. per min. On release of the 
occlusion, the rate of flow rose to a 
peak of 37 ml. per min. but rapidly 
fell again to a level of 28 mi. per min. 
Thus the flow after occlusion was 
lower than that before. 


RESULTS 


The effect of venous 
occlusion on the rate 
of blood-flow in the perfused leg was studied in 12 cats. 

When the cuff round the perfused hind limb was 
inflated to a fixed pressure of 20-80 mm. Hg (27 observa- 
tions), 80-100 mm. Hg (11 observations), and 100-200 
mm. Hg (17 observations) for two or three minutes, the 
arterial inflow always decreased (figs. 1 and 2). In not 


The rate of blood-flow was . 


so that the errors asso-— 


one of these 55 occlusions was an increased flow recorded 
during the occlusion. - Sometimes, immediately after 
release of the pressure, reactive hyperemia was observed, 
but this never lasted longer than twenty to thirty seconds 
and in no instance compensated for the reduced flow 
during occlusion. The reactive hyperemia, when present, 
was followed 


by a reduc- g.-> 
tion in blood- S38 ae 
flow to the 
rate before 
occlusion or, Se 
~ 
in several ex- S932 
periments, 
even further wes 
(fig. 1). a 
To study 
further the 
effects of ven- OY § 
ousocclusion, 
individual 


veins were 


OFF ILIAC VEIN FF 
with 100 mm.Hg occLusion 
rr a Th Fig. 2—Cat (26 kg.), chloralose anesthesia. Right 
cilps. © hind leg perfused. V fusion cuff inflated to 


arterial 
inflow de- 
creased in all 


100 mm. Hg for 3 min. Blood-flow reduced from 
20 mi. per min. to 13 mi. per min. After release, 
rate of flow was 19 mi. per min.; this was 


of the 21 in- reduced to 15 mi. per min. by clamping the iliac 
vein for 3 min. Note fall in blood-pressure 

stances where characteristic of this type of occlusion, indicating 

the vena pooling of blood in the leg. 

cava, the 


common iliac, the external iliac (fig. 2), or the femoral 
vein was clamped. 

Thus it became obvious that, if any over-all increase 
in blood-flow was to be obtained during intermittent 
venous occlusion, it must be through the reactive 
hyperemia overcompensating for the reduction in flow 
during the occlusion. A cycle of occlusion and release 
was therefore adopted, with the cuff inflated for 30 
seconds, and deflated for 30 seconds. Under these 
conditions an over-all increase in flow during intermittent 
venous occlusion was never observed. Nine experiments 
made with intermittent venous-occlusion pressure of 
60-300 mm. Hg were made, each run lasting for five to 
ten minutes. The reactive hyperemia in no instance 
compensated for the decreased blood-flow during occlu- 
sion ; although reduced blood-flow was observed on all 
occlusions, no reactive hyperemia followed occlusions 
at the lower pressures (fig. 3). The rate of blood-flow 
after intermittent venous occlusion was never greater 
than the rate before; in some instances it was less. 
In all these varieties of occlusion removal of the lumbar 
sympathetic trunks or cutting the sciatic and femoral 
nerves, or both, did not sensibly alter the results. 

To study the circulation visually during venous 
occlusion, and to confirm the results obtained on the 
perfused legs, radiographs were taken of both hind legs, 
one of which was occluded with the cuff for two minutes 
before the injection of thorotrast. In each of the 5 cats 
studied the radiographs showed that filling of the vessels 
below the cuff on the occluded leg was much delayed, 
compared with the control leg. There was also a con- 
siderable decrease in the number of small arterial vessels 
seen under the occluding cuff. Fig. 4 is taken from a 
typical series and shows both these effects. 


DISCUSSION 

The hypothesis that intermittent venous occlusion 
promotes the development of collateral circulation has 
been based on two alleged effects during and immediately 
after release of the occlusion : 


1. An increase in arterial inflow during venous occlusion 
(Linton et al. 1941). 
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2. A reactive of the occlusion, 

a concept based on the work of Lewis and Grant (1925) and 
put forward by Collens and Wilensky (1936). 

The final proof of reactive hyperemia rests on the 

demonstration of increased circulation to an extremity 

after prolonged intermit- 


tent venous occlusion 
NS & over weeks. The clinical 
Uy evidence on this point is 
eet conflicting ; the necessary 
S32 experimental data are 
H lacking altogether. 
N As regards the increase 
gs? in arterial inflow during 
828 venous occlusion, it is 
wee clear from the data 
& presented here and by 


Gregg et al. (1948) that 
60 mm.Hg arterial inflow consider- 


abl decreases during 
He. GS ty), occlusion. It is 
anesthesia. Right hind leg per- 
fused. Blood-pressure recorded unfortunate that the 
from left brachial artery. Inter. Vagaries of the Baldes- 
mittent venous occlusion at 60 mm. Herrick thermostromuhr 
6 @ should have led to an 
cle of 30 sec. occlusion an sec. : 4 
a. Before occlusion, ra enthusiastic acceptance 
flow was 18 ml. per min. Over the of a false Yationale by 
period of intermittent venous occlu- [any clinicians. It seems 
sion the average rate of flow was logical that venous occlu- 
145 ml. per min. and after release gion by a cuff should lead 
6 onl. por min. to a decrease in arterial 
flow: (1) as was pointed 
out by Halperin et al. (1948) the pressure gradient decreases 
from the arterial to the venous side because of the 
increased venous pressure; and (2) the calibre of the 
vessels under the cuff decreases with an accompanying 
retardation of flow. This is demonstrated directly in 
our radiographs. The pressure drop across arterioles is 
usually about 40 mm. Hg; hence at their peripheral 
end the mean pressure is only some 30 mm. Hg. It is 
clear, therefore, that even very low occlusion pressures, 


Fig. 4—Cat (2:6 kg.), butal hesi Blood-pressure 120 mm. 
Hg recorded from right carotid artery. Cuff round left leg inflated 
to 80 mm. Hg for 2 min. before injection of thorotrast. The fourth 
exposure is shown, taken at 3:2 sec. after the injection. Note filling 
of main arteries in right leg down to ankle, but only just past knee 
in occluded leg. Arteries of the smallest visible size in the control 
limb are not visible under the cuff on the occluded side. Note also 
the compression of soft t and displ t of di ized 
arteries under the cuff. (Left leg is on right of figure.) 
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far the ‘nl, will small arterioles 
under the cuff, though leaving the main arteries 
comparatively unaffected. 

It is even possible that the presence of the inflated 
cuff may induce active constriction in the vessels of the 
occluded leg. Slight evidence in favour of this is the 
fact that in some of our experiments the blood-flow 
following release of the occlusion was lower than the 
flow preceding occlusion. 'The presence or absence of 
nerve supply had no effect on this phenomenon. 

It is well known that the higher the level of the occlud- 
ing pressure, the greater will be the reactive hyperemia 
following release. In our experiments the compensatory 
hyperemia never approached the amount of blood 
prevented from entering the limb during the period of 
occlusion. In fact, at the lower occlusion pressures 
—i.e., 60 mm. Hg (fig. 2)—no significant compensatory 
rise in flow was observed to follow release of the pressure. 
Further, even when a compensatory hyperemia did occur 
it lasted only twenty to thirty seconds, and the subsequent 
rate of flow was either the same as the pre-occlusion 
rate or lower; it was, never higher. It thus appears 
that there is no direct experimental evidence, in man 
or in animals, in favour of using venous occlusion to 
increase the arterial blood-flow to an extremity. Further, 
the results obtained in acute experiments by both 
direct and indirect measurements of blood-flow point to 
a decrease in supply of blood to the extremity during the 
occlusion and no persistent increase after its release. 
Whether repeated venous occlusion increases collateral 
circulation over a long period has not been proved ; no 
alternate case-reports have been published. The long- 
term effect of intermittent venous occlusion will not be 
known until such data are available. 


SUMMARY 


The acute effects of venous occlusion on the rate of 
arterial inflow to the hind limbs of cats have been studied 
directly by perfusion and by serial radiography. 

During venous occlusion the arterial inflow to the 
extremity decreases. 

After release of the occlusion, there is commonly a 
transient increase in arterial flow above the pre-occlusion 
level, but this reactive hyperemia does not compensate 
for the decreased flow during occlusion. The rate of 
flow following release is equal to, or less than, the rate 
preceding occlusion—never higher. 

Serial radiography showed a delay in the filling of the 
vessels On the occluded side, and a considerable reduc- 
tion in the number of visible small arterial vessels under 
the inflated cuff. 

There is no direct experimental evidence in man or 
in animals to substantiate the view that venous occlusion 
increases the arterial blood-flow to an extremity. 


We wish to thank Dr. G. S. Dawes for guidance in this 
work, Dr. G. M. Ardran for help in interpreting the radio- 
graphs, and Mr. N. C. Shirley and Mr. H. Elvidge for 
technical assistance. 
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Kaposi (1887) originally described the vesicular 
eruption that now bears his name as a complication of 
eczema in infants and young children. The cases published 
in the last sixty years indicate that the condition is most 
common in early childhood but that adults are sometimes 
affected. Thus Ruchman et al. (1947) found that 75 of 
the 96 cases previously recorded (i.e., 79%) were in 
children, a quarter of whom were under a year old, the 
remainder being in adults. 

Two distinct xtiological types are now recognised : 
the herpetic, due to the virus of herpes simplex, which 
is the commoner type; and the vaccinial (eczema 
vaccinatum), due to vaccinia virus. 

Most of the herpetic cases, whether in infants or adults, 
occur as a manifestation of primary herpetic infeetion— 
a systemic illness, often severe, which is accompanied by 
the first appearance of specific herpetic antibodies in 
the blood-stream. Thereafter the virus remains latent in 
the body, producing from time to time, in response to 
some stimulus, a loeal infection, such as labial herpes. 
Recurrent herpes rarely if ever becomes generalised, and 
second attacks of Kaposi’s varicelliform eruption are 
rare (Scott et al. 1949). Ruchman et al. (1947) reported 
a case in a patient aged 25, in whom neutralising 
antibodies were present in the acute stage of the 
disease but who developed a second attack six weeks 
after the onset of the first. ° 

In the case reported here, attacks of a vesicular 
eruption recurred for some years, and the diagnosis of 
recurrent Kaposi’s varicelliform eruption of herpetic type 
was confirmed by clinical and laboratory findings. 


CASE-RECORD 


A man, aged 36, was admitted to hospital with diabetic 
acidosis, bilateral basal pneumonia, and a herpetiform erup- 
tion of 3 days’ duration. For 25 years he had been known to 
have diabetes mellitus, and about twice a year there had been 
recurrences of labial and facial eruptions consisting of a group 
of vesicles usually localised to the lips but often involving 
the cheeks, ears, and eyebrows. The lesions reappeared inter- 
mittently at the same site, though not as a rule in consecutive 
attacks. The patient’s mother and daughter gave a history 
of labial herpes extending over many years. 

There seemed to be a relation between the severity of the 
eliciting stimulus and the extent of the subsequent facial 
eruptions. After a mild common cold, with no pyrexia, herpes 
did not usually develop. A more severe stimulus, such as a 
febrile illness, was followed by localised herpes with one or 
more groups of discrete lesions. A severe systemic illness such 
as pneumonia, was followed by a generalised cutaneous 
eruption of the type now under discussion. 

Nineteen years earlier, after the onset of the facial herpes, 
the patient had developed generalised atopic eczema, which 
persisted despite intermittent treatment. Twice in the last 
three years he had been admitted to the Royal Melbourne 


DR. BOAKE AND OTHERS: RECURRENT KAPOSI’S VARICELLIFORM ERUPTION {[¥EB. 17, 1951 385 


Hospital with a facial éruption similar to that now described. 
In December, 1946, the condition was called “ infeeted 
impetigo,” and in November, 1948, “ pustular dermatitis,” 
but on both occasions it was essentially the same as the present 
illness. Each attack had been associated with pneumonia 
and diabetic imbalance. In the present illness he developed 
a corneal ulcer on the left eye, and in the previous year 
there had been one on the right eye ; each ulcer appeared 
three days after the facial eruption. 

The present illness commenced with chest pain, pyrexia, 
cough, and bloodstained sputum. On the second day vesicular 
lesions appeared on the face. These began as itchy papules 
on the nasolabial folds, and in a further 24 hours similar 
vesicles appeared on the cheeks, eyelids, ears, forehead, neck, | 
and upper part of the chest. 


On examination the patient had atopic eczema involving his 
face, chest, and arms. Superimposed was an irregular eruption 
strictly localised to the eczematous area and consisting of 
multiple, discrete, and in places confluent lesions with areas of 
unaffected skin in between. The single lesions were circular, 
averaging 3 mm. in diameter; most of them were flat, 
glistening, yellow, and easily broken, yielding purulent fluid ; 
some were umbilicated with a surrounding erythema, and 
contained clear serous fluid ; others had red bleeding bases. 
The whole condition was irritating but not painful. In this 
attack, according to the patient, lesions appeared for the first 
time on the forehead. In addition, there was inflammation 
of the pharynx and tonsils, but the mucosa of the mouth was 
free from ulceration. The eyelids were cedematous and 
ulcerated, and there was a shallow ulcer on the lower and 
outer quadrant of the left cornea. ‘The urine contained 
glucose and acetone. 

Diagnosis.—On the history and clinical examination a 
diagnosis of recurrent facial herpes was made, together with 


diabetic acidosis and resolving basal pneumonia. 


In the past 3 years, when intensive but unsuccessful efforts 
had been made to control the atopic eczema and the diabetes had 
been unstable, it was noted that acidosis was not followed by 
herpes unless there was an accompanying cold or febrile illness, 
but it invariably led to a rapid and severe flaring up of the 
eczema. Thus a worsening of the eczema, associated with an 
intense stimulus such as pneumonia, was followed by a 
generalised cutaneous eruption. 


LABORATORY INVESTIGATIONS 


Bacteriology.—A stained film from the vesicular exudate 
showed numerous gram-positive cocci in clusters; culture 
produced a coagulase-positive penicillin-sensitive Staph. 
aureus. 

Isolation and Identification of Virus.—The chorio-allantoic 
membranes of 12-day-old chick embryos, inoculated with 
fluid taken from vesicles on the face and chest, developed 
lesions closely resembling those of the virus of herpes simplex 
after 48 hours’ incubation; the lesions produced by vesicle 
fluid from the face and from the chest appeared to be identical. 
The infective agent was identified by the neutralisation test 
(Burnet and Lush 1939) and by a direct complement-fixation 
test using the membranes as antigen and a positive herpes 
serum (Dudgeon 1950). The membranes showing confluent 
lesions were ground into a 20% suspension in calcium-mag- 
nesium saline (pH 7-4) and centrifuged at 2500 r.p.m. for 15 
minutes. The supernatant fluid was used as the antigen in 
complement-fixation and neutralisation tests. This suspension 
fixed complement at a titre of 1 in 16 in the presence of the 
positive herpes antiserum; no- fixation occurred with a 
normal uninoculated chorio-allantoic membrane of the same 
age. The neutralisation test showed that the chorio-allantoic 
lesions were inhibited to the same extent by the control 
herpes serum as by the patient’s own serum (3rd day), thus 
establishing herpes simplex virus as the causal agent. 

Serological Tests.—Sera collected from the patient on the 
3rd and 21st days of his illness were tested for complement- 
fixing and neutralising antibodies. Complement-fixing anti- 
bodies were present to a titre of 1 in 16 in the acute phase 
(3rd day) and 1 in 16 in the convalescent phase (21st day). 
Neutralising antibodies were present in both specimens. y 

Other Investigations—On the 3rd day of his illness the 
patient’s white-cell count was 8000 per e.mm. with 70% poly- 
morphs and his fasting blood-sugar level was 370 mg. per 
100 ml. On the 10th day there were 6000 white cells per c.mm. 
and the fasting blood-sugar was 170 mg. per 100 ml. 
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TREATMENT AND PROGRESS 

Treatment with ‘Sulphamerazine’ and penicillin led to 
rapid resolution of the pneumonia. A mild acidosis, as shown 
by acetone and sugar in the urine, was corrected by adjusting 
the diet and insulin dosage. ‘ Benadryl’ 50 mg. three times 
a day was given on empirical grounds, and local treatment 
with starch poultices quickly cleared the facial lesions, which 
by the 12th day had almost completely healed. 


DISCUSSION 

Isolation of the herpes simplex virus from this man’s 
facial and neck lesions, and the demonstration of antibody 
in his serum in the acute stage (3rd day) as well as in 
convalescence, established the diagnosis of a recurrent 
herpetic process. The extensive distribution of the 
lesions and their association with eczematous areas makes 
it legitimate to describe the condition as recurrent 
Kaposi’s varicelliform eruption. 

The identification of herpes virus by Seidenberg (1941) 
and Esser (1941) as a common causal agent in the typical 
infantile form of Kaposi’s syndrome has since been 
confirmed by many workers in different parts of the 
world. In early childhood the eruption is essentially a 
manifestation of primary infection with herpes virus, but 
the numerous reports of Kaposi’s syndrome in adults 
(Barton and Brunsting 1944, Lynch et al. 1945, Ruchman 
and Dodd 1948) show that, if primary infection is 
delayed, infection of eczematous areas can occur later in 
life. Not all of these adult cases were investigated in 
detail, but Ruchman and Dodd showed by serological 
tests that in 8 out of their 9 cases (4 infants and 5 adults) 
the infection was accompanied by a rise in antibody, 
thus identifying them as primary infections. 

The two characteristic features of primary herpes, 
which normally takes the form of gingivo-stomatitis, 

e: (1) the initiation of an infection which will probably 
persist, mainly in latent form, throughout life; and 
(2) the first appearance of circulating antibody, which 
will also remain in the blood for life. Infected people 
are liable to recurrent attacks of herpes which vary in 
degree, frequency, and relation to the stimulus required 
to produce them. The commonest site for recurrent 
herpes is the lips or nasolabial folds. It is reasonable to 
suppose that these areas of skin are involved secondarily 
by extension from the original stomatitis, though this 
has not been clearly demonstrated. Recurrent herpetic 
lesions rarely involve the mucosa of the mouth. The 
recurrent stomatitis seen in many adults and often 
attributed to herpes simplex almost certainly has a 
different «tiology. Dodd and Ruchman (1950) report 
laboratory investigations of several cases of recurrent 
aphthous or ulcerative stomatitis in adults, but no direct 
evidence of association with herpes simplex virus was 
obtained. 

It is difficult to determine the frequency of recurrent 
attacks of Kaposi’s eruption. The published reports 
suggest that recurrence is rare, though a few cases have 
been recorded by Scott et al. (1949). Of about 10 children 
with this disease seen at the Hospital for Sick Children 
in the last few years, none has returned with a recurrence 
of the eruption, nor with any form of recurrent herpes, 
although many of them have continued to attend the 
hospital for treatment of the eczema (Brain 1950, 
personal communication). 

In the present case the history indicates that ordinary 
labial herpes was observed before the onset of eczema. 
It is therefore likely that the primary infection with the 
virus occurred in early childhood and that, with the 
development of eczema, affected regions of the skin 
were infected by transfer of virus from the labial lesions. 
It is impossible to be certain from the patient’s history 
when this transfer took place, but it seems necessary to 
assume that in the major episodes recurrence in a 
previously affected region occurred as well as transfer 
to new vulnerable areas. 


Cases of this type provide special cppertanttinn not 
yet explored for the study of a unique and interesting 
problem in the general pathology of virus infection—the 
nature of the latent infection and its relation to cireu- 
lating antibody. Burnet’s (1945) interpretation of the 
labial localisation normally seen is that the area involved 
is infected at the time of the primary stomatitis, that 
virus continues to exist ‘‘ symbiotically ’’ in the basal 
epidermal cells, and that only in such areas can recurrent 
herpetic lesions appear. There are, however, no records 
of persons having been followed from the time of infantile 
infection to adult life to establish whether the primary 
skin involvement occurs in the same site as the subse- 
quent recurrent lesions. Cases such as the present one 
could provide evidence of the extent to which secondarily 
infected eczematous areas are subject to recurrence. 
Both aspects should be studied. 

Epidemiological evidence suggests that, after a 
primary stomatitis, a child is immune against any 
further attack of this type, and that maternal antibody 
can protect most infants up to the age of 12 months 
(Anderson and Hamilton 1949). It is known, however, 
that a herpetic person can be infected with his own virus 
by scarification on the skin of the arm, so that circulating 
antibody is not a complete protection against extrinsic 
reinfection. An eczematous area of a person with circu- 
lating antibody presents a complex situation in which cells 
abnormally accessible to infection are present as well 
as inflammatory exudative changes which will bring 
antibody into a position to prevent infection. Whether 
infection oceurs or not will probably depend on the 
particular stage that the eczematous process in a given 
area has reached when it is contaminated with virus. In 
any case the process will be more limited than when a 
similar surface is infected in a person without any active 
immunity. 

There are still no real clues to the conditions which 
determine whether an area infected either primarily or 
secondarily will become the site of recurrent lesions. The 
fact that Kaposi’s eruption in infants rarely gives rise 
to recurrent herpetic lesions in the eczematous skin 
area is in contrast to the present case, where an ecze- 
matous area was first involved in young adult life. It 
may be that a very severe primary attack resulted in the 
elimination of virus from the area, just as it appeared to 
be eliminated from the buccal epithelium, which bears 
the brunt of a primary stomatitis. A combined study by 
dermatologists and virologists of the phenomena associ- 
ated with herpetic infections in eczematous subjects of 
all ages would probably help to clarify the situation. 


SUMMARY 
A case of recurrent Kaposi’s varicelliform eruption is 
reported in an adult. 
Herpes simplex virus was identified as the infective 
agent, and antibody was detected throughout the course 
of the disease. 


The rarity of the condition in contrast to other forms 
of recurrent herpes is discussed. 


Our thanks are due to Dr. Leslie Hurley for permission to 
publish this case, and to Dr. A. Isaacs for assistance in the 
investigation. 
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Many successful results have been claimed for surgery 
of the brain in the treatment of mental disorder, and a 
considerable number of the patients so treated must have 
died since of intercurrent illness. Attempts to deter- 
mine whether there are optimal lesions for each type of 
ease will require systematic correlation of the clinical 
data with the anatomical results of the operation in a 
considerable series of successful cases. It is therefore 
a matter of great regret that up to now only one such 
case has been investigated and published (Freeman 
and Watts 1947). 


I report here a second such case in the hope that 
it will not only contribute to a series of cases in the 
literature from which refinements in brain surgery may 
in due course be derived but will also draw the attention 
of doctors, especially pathologists in general hospitals, 
to the potential value of systematic investigation, at 
suitably equipped laboratories, of the brains of patients 
in whom leucotomy has been successful and who have 
died later from some other cause. 


CASE-RECORD 


Miss A, then aged 39, was admitted as a certified patient 
to Crichton Royal Hospital on July 26, 1937. 

Clinical History.—Her mother had died after nine years’ 
stay in a mental hospital because of a paranoid psychosis 
which had started with the menopause. No other mental 
illness was known in the family. The patient’s development 
as a child was believed to have been normal. She was a 
good scholar, rather reserved, and inclined to worry. She 
was described as venturesome, difficult to advise, and self- 
willed. After some years at home she took up work in a 
public library, where she remained ten years. In 1932, when 
aged 34, she left, because she thought that people were talking 
about her and were antagonistic to her. She next trained 
and worked as a secretary for a short while, but in 1933 was 
admitted to a mental hospital for the first time with delusions 
of persecution, auditory hallucinations, impulsive behaviour, 
and incongruous affect. She recovered sufficiently to be 
discharged in January, 1934. She then worked as a typist, 
changing jobs frequently until March, 1936, when she had 
to be readmitted to a mental hospital, from which she was 
transferred to Crichton Royal in 1937. 

On admission she presented a typical picture of paranoid 
schizophrenia. At first she seemed to have some insight 
into her illness, but soon she became overwhelmed by her 
delusional ideas, which she extended to the hospital and the 
persons around her. She was openly hostile towards her 
environment, accused her presumed persecutors of ill-treat- 
ment, and was most of the time angry and withdrawn, often 
aggressive and violent. She neglected her appearance and 
showed other signs of deterioration. After a course of 
insulin coma therapy in 1939 she showed transient improve- 
ment and was well enough to index the medical library. 
After a few months, however, she relapsed into her former 
condition, being completely self-absorbed, inaccessible, and 
ill-disposed towards everybody. Electrical convulsion treat- 
ment applied in 1942 and 1943 produced only transient 
relief and was finally included in the patient’s delusional 
system and refused. 

Leucotomy was done on May 16, 1943, by Mr. Alexander, 
using the standard technique of Freeman and Watts. 
Immediate progress was smooth. On the evening of the 
operation she was lucid and not confused. She said she 
could still hear voices and that she had not changed at all. 
After ten days she became incontinent of urine and feces. 
This persisted for two or three weeks and then gradually 
cleared. Though the patient at first retained her delusions 
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and hallucinations, she was less troubled and became notice- 
ably more cheerful. At times she was irritable and had rows 
with the staff and other patients. By July of that year she 
could be given parole, and in October she went to work in the 
medical library. However, owing to memory difficulties she 
could not carry out a projected revision of the library properly. 
By February, 1944, she was efficiently doing secretarial work 
in the hospital and visiting her family at home for week- 
ends. She no longer expressed delusional ideas, and though 
when questioned she admitted that she still heard voices 
she said they were very faint and that she did not take any 
notice of them. 

After discharge on March 31, 1944, she got a job in a public 
library, where she worked satisfactorily. Subsequently she 
was several times dismissed because of unpunctuality and 
lack of precision in her work, but on each occasion she very 
soon found a similar occupation. For a time she was a librarian 
of a university institute, where she had much time to herself. 
She decided to take her qualifying examination as a librarian 
and studied for matriculation, though now aged 47. She 
failed, but took this in good humour. 

Her condition improved progressively. By the middle of 
1946 she had become much more punctual and reliable ; 
aggressive and unexpected changes in behaviour which she 
had shown after discharge became rare. She led a happy 
and active life, and kept up an extensive correspondence with 
relatives and friends. The long and chatty letters she wrote 
to her sister described her daily life with lively satisfaction. 
She was considerate, friendly, and good company. Only 
once, in 1947, did she mention in a letter her hallucinations, 
saying that she heard the voice occasionally but could ignore it. 

Though she had some difficulty in managing her money, 
being inclined to over-generosity with presents and to sharing 
unduly expensive holidays, her sister said that the patient’s 
ability to look after her affairs, and adapt to the great changes 
which had taken place in everyday life during her stay in 
hospital, was truly remarkable. * 

She was disinclined to live and work in the small town 
near the hospital where she had been treated for many years, 
though her family would have preferred her to stay in the 
neighbourhood. She came home, however, for short visits 
and was seen several times by the psychiatrist. She was 
friendly and always willing to give information about herself, 
being neither over-talkative nor reticent, and had full insight 
about her illness and the senselessness of her ideas of persecu- 
tion. For her treatment at the hospital she was thankful, 
but she attributed her recovery to the insulin therapy, not 
to the leucotomy. Her memory of the sequence of events 
during the last few years of her stay in hospital was somewhat 
hazy. 

After leaving her last job as a librarian she became a 
secretary in the large outpatient department of a London 
teaching hospital, a post she held until her death from 
coronary thrombosis in December, 1948, at the age of 50, 
five and a half years after the leucotomy. 


Pathological Investigation 


The brain displayed no abnormality of leptomeninges or 
superficial blood-vessels. The convex surface of the pre- 
frontal region of eaeh frontal lobe appeared moderately 


Fig. |—Coronal section of frontal lobes, showing extent of leucotomy 
lesions (hatched areas) : C, caudate nucleus. 
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shrunken. Otherwise the convolutions showed no abnormality 
beyond marks of the leucotome’s entry on either side just 
rostral to the perpendicular branch of the sylvian fissure 
(anterior ascending ramus of the lateral cerebral sulcus). 
Coronal section through the two entry marks showed that 
the centre of each leucotomy scar lay at the level of the 
tip of the caudate nucleus (fig. 1). On the right side the lesion 
took the form of a smooth-walled cavity. It cut at this 
level the whole of the central white matter external to the 
lateral wall of the anterior horn of the lateral ventricle, 
and the more superficial white matter related to Brodmann’s 
areas 45 and 47.* The subcallosal fasciculus was damaged at 
the tip of the caudate nucleus. The dorsal and cingulate seg- 
ments of the white matter were not directly involved by the 
lesion, but the whole of the anterior thalamic radiation to the 
more rostral parts of the dorsal convexity were interrupted 
at the head of the caudate nucleus, which was only slightly 
damaged. The ventricle and the main substance of the 
caudate nucleus had been spared. 

On the left side the lesion consisted of a more narrow 
slit. The same regions of white matter as on the right side 
were involved, with the addition of damage deep to area 46. 
Both lateral ventricles were moderately dilated. 

Fig. 2 indicates the extensive retrograde degeneration of 
nerve-cells in the anterior, ventrolateral, and dorsomedial 
nuclei of the thalamus on either side as seen on examination 
of Nissl-stained serial sections. Reference to the scheme of 
parcellation, of the thalamofrontal radiation described by 


* Brodmann’s map of cortical areas is used here simply in virtue 
of its convenient topographical subdivision of the surface of 
the hemisphere. 


Fig. 2—Coronal section, showing extent of retrograde degeneration 


(hatched areas) in thalami: A, anterior nucleus ; C, caudate 
nucleus ; CM, centr di 1 DM, dor dial ! 3 
LD, dorsal laterai nucleus ; LP, posterior lateral nucleus ; MB, 
mamillary body ; R, red nucleus ; Sb, subthalamic nucleus ; SN, 
substantia nigra ; VA, anterior ventral nucleus ; VL, lateral ventral 
nucleus ; VPL, posterolateral ventral nucleus ; VPM, posteromedia! 
ventral nucleus. 
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McLardy (1950) shows that fibres to cortical areas 6, 8, 9, 
10, Ll, 24, 45, 46, and 47 of Brodmann were cut. Most of 
the fibres were cut as they emerged from the internal capsule, 
and the damage to the above-mentioned thalamic nuclei 
was strikingly symmetrical. The other thalamic nuclei were 
essentially intact, and there was no evidence of degeneration 
in the hypothalamus. 


DISCUSSION 


The leucotomy seems clearly to have been mainly 
responsible for this patient’s recovery from a paranoid 
schizophrenic illness of eleven years’ duration, sufficiently 
severe to have required her continuous detention in 
hospital for six years before the operation. Unlike her 
response to insulin coma and electric convulsion therapy 
her post-leucotomy recovery of mental health was 
progressive and sustained. The clinical change for the 
better was about as dramatic as has ever been reported 
in the literature. The retrograde degeneration of nerve- 
cells in the dorsomedial nucleus of the thalamus is about 
as complete, bilaterally, as has been described in any 
case of leucotomy. The clinical result and anatomical 
findings are therefore fully consistent with the tentative 
conclusions reached by McLardy and Meyer (1949), 
from analysis of a series of cases with generally low- 
grade improvement, that the quantity of prefrontal 
cortex isolated from thalamic and other long-fibre connec- 
tions should be directly proportional to the severity of 
the illness. 'The general validity of such a ‘* quantitative 
principle ’’ has been confirmed for most of the other forms 
of surgical treatment of mental disease. 

That undesirable personality change was not a 
striking feature in the present case despite the posterior 
level of the cuts may be further evidence in support of 
Frankl and Mayer-Gross’s (1947) conception that the 
amount of damage should be calibrated to produce 
enough frontal symptoms to combat the symptoms of 
the psychosis—enough euphoria against distress and 
depression ; enough extraversion and distractibility 
against introspection and withdrawal.’’ Only a larger 
series of successful cases to compare with others develop- 
ing undesirable personality changes can determine 
whether such a “neutralisation of symptoms’’ is the 
main factor in determining the final state. A previous 
good personality, which was a feature of this case, has 
been emphasised by Stengel (1950) and Partridge (1950) 
as a favourable prognostic factor. 

A considerable series of such successful cases must be 
anatomically as well as clinically followed up in detail 
if any principles are to be discovered of optimal lesions 
to create maximal improvement with minimal undesir- 
able side-effects. On the anatomical side it is almost 
indispensable that the assessment of the lesions be made 
post mortem: Meyer and his associates (Meyer and 
McLardy 1949) have repeatedly shown enormous 
discrepancies between surgical intention and necropsy 
findings after blind leucotomy, and now have some early 
evidence (personal communication) that even in the 
various open operations the surgeon’s estimate of the 
extent of damage is not absolutely reliable for such 
correlation. 

SUMMARY 


The clinical history of a severe case of schizophrenia of 
eleven years’ duration, with recovery and survival for 
five and a half years after leucotomy, is reported together 
with a description of the primary lesions and the 
retrograde degeneration in the thalamus. 

The consistency of the findings with the general 
‘* quantitative ’’ principle in the surgical treatment of 
mental disease is discussed briefly. 

This is only the second clinico-anatomical study of a 
successful leucotomy that has been published. The 
attention of doctors, especially pathologists in general 
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is to the of the 
of leucotomised patients who die outside mental hospitals. 


I wish to thank Prof. A. Meyer and Dr. T. McLardy for 
their interest and valuable criticisms; Dr. W. Mayer-Gross 
for clinical notes; Mrs, E. Beck for advice; and Dr. P. K. 
McCowan for permission to publish this case. 
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DELAYED PULMONARY COMPLICATIONS 
OF BRONCHOGRAPHY 


W. RoBpertson K. D. Forean More 
M.D. Lpool, M.R.C.P. M.B. St. And., D.M.R.D. 
From the Department of Radiology, Royal Infirmary, Liverpool 


In the course of investigations into various chest 
diseases between March, 1949, and December, 1950, we 
have done 220 bronchograms, mostly on young men, the 
method used being the introduction of iodised oil by 
cricothyroid puncture. No instance of classical. iodism 
was seen, but 16 of the patients developed a delayed 
reaction one to two weeks after the bronchography. 
The reactions were pulmonary in type and were charac- 
terised by fever, cough, chest pain, and malaise. Five 
of the reactions were associated with pleural effusion. 
Urticaria followed the reaction in 4 cases, 1 of which 
also had transient swelling of the joints of the hands. 

Few published references to this type of reaction have 
been found. Bass (1949) reports one similar case and he 
and Kooperstein (1946) had previously described 3 
cases of delayed pneumonia following bronchography 
with iodised oil in asthmatic patients. Since so little 
has apparently been written about these reactions it 
seemed worth while to describe the clinical picture in 
detail, choosing the most severe case as an example. 
This bronchogram was done for control purposes on a 
healthy subject (one of us) and was entirely normal. 


CASE-REPORT 


No ill effects whatever were felt after the left-sided broncho- 
graphy until the early hours of the seventh day, when the 
patient was awakened by a rigor. This was followed almost 
at once by abdominal pain, nausea, and vomiting; indeed, 
for the next few days abdominal discomfort and anorexia 
were the predominant symptoms. The patient felt extremely 
ill and had a temperature of 104°F. 

Examination within a few hours of the onset of symptoms 
revealed signs suggestive of a pleural effusion on the left side. 
Cough developed in the next few hours, with scanty golden- 
yellow watery sputum in which no pus or mucus was seen 
microscopically. The most striking feature of the sputum was 
the peculiarly uniform chemical yellowness. Laboratory 
examination showed that it did not contain any free ‘iodine, 
but on spectroscopy it gave iodine absorption bands, and 
the yellow material was proved biochemically to be an 
iodoprotein. 

Chest radiography twenty-four hours after the onset revealed 
a moderate left-sided pleural effusion with a considerable 
residue of iodised oil. In this case evidence of any associated 
inflammatory change in the left lung field in the vicinity 
of the iodised oil would have been obscured by the effusion. 

Aspiration produced opalescent fluid of the same yellow 
colour as the sputum, containing a moderate number of 
eosinophils and a considerable amount of fibrin, sufficient 
to produce clotting, and found to be sterile on culture. 

The blood white-cell count was 14,000 per c.mm. with a 
slight polymorphonuclear leucocytosis; no preponderance 
of eosinophils was reported 

After three or four days there was no longer any fever or 
constitutional upset. The fluid was gradually absorbed and 
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no trace was Sateen radiologically after two and a half 
weeks. Furthermore, as the fluid was absorbed the residual 
iodised oil also disappeared, leaving a normal lung field. 
Subsequently there has been an entirely uneventful recovery. 


OTHER CASES 


The other cases have followed similar but less violent 
courses. Pleural pain, cough, yellow sputum, WNe., 
have all occurred, and small pleural effusions were noted 
in 4 patients. In those cases which had an X-ray 
examination during the reaction, evidence of inflam- 
matory change around the iodised oil was seen. In 
some, this consisted of a complete and uniform opacity 
maximal in the areas showing the most residual oil. 
In all cases there has been spontaneous, rapid, and 
complete recovery. 

Several of these patients required a second broncho- 
gram and it is interesting to note that where broncho- 
graphy was repeated there was no recurrence of the 
complication. Indeed, a delayed reaction never followed 
a repeat bronchogram whether or not the first procedure 
was complicated. 

We believe that careful observation of all patients after 
bronchography would reveal fever on or about the 
ninth day in an appreciable number. By retrospective 
examination of the temperature-charts of those patients 
who were retained in hospital for a sufficient length of 


‘time we have found that several had a short mild fever 


about the ninth day, with no significant symptoms. 


DISCUSSION 


.The mechanism of these delayed reactions has ‘not been 
determined, but despite the absence of any convineing 
allergic history, they are probably a manifestation of 
allergy. The constant time-interval, resembling that 
of penicillin reactions, the eosinophils in the pleural 
fluid, and the urticarial eruptions are all suggestive. 
In view of the presence of an iodoprotein in the sputum 
of the affected patients, there may be an individual 
tendency to form this compound from the iodised oil, 
and it may then act as the allergen. In very few cases 
was there any associated lung sepsis and there was no 
evidence that a ‘‘ stirring-up of infection ’’ occurred. 

It is clear that patients should be carefully observed 
for a fortnight after bronchography. When the investiga- 
tion is performed on outpatients they should be seen 
at the end of one and two weeks. 

There does not appear to be any indication for treat- 
ment, other than general nursing, in these cases. Anti- 
histamine drugs may be tried but it is difficult to assess 
their effect owing to the rapid spontaneous improve- 
ment in untreated cases. Prophylaxis would presum- 
ably include immediate and efficient postural drainage 
after bronchography. All the patients in this series 
were given preoperative potassium iodide and no reaction 


to it was noted. Skin-sensitivity tests were not 
performed. 
SUMMARY 
In 220 consecutive bronchograms there were 16 


examples of delayed reactions, characterised by fever, 
cough, and malaise starting about nine days after the 
bronchography and lasting three or four days. In 5 
cases there was a pleural effusion. 

Rapid and spontaneous recovery was seen in all 
cases. It is suggested that the reactions are allergic. 

All patients submitted to bronchography should be 
watched during the following fortnight. 


We wish to thank Dr. W. 8. Sutton and Dr. P. H. Whitaker 
for their helpful advice and criticism. 
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FATAL THYROID CRISIS 


COMPLICATING TOXIC GRANULOPENIA 
, DURING THIOURACIL THERAPY 


A. B. 


M.D. Lond., M.R.C.P. 
PHYSICIAN, ESSEX COUNTY HOSPITAL, COLCHESTER 


In a case of moderately severe thyrotoxicosis treated 
with methyl thiouracil a previous course of thiouracil 
had been given. Shortly after the start of the second 
course toxic symptoms appeared, but thiouracil therapy 
was continued until three weeks later, when granulopenia 
developed. In spite of appropriate measures the patient 
died within thirty-six hours. The clinical course of the 
final stage of the illness was remarkable in that the 
thyrotoxic symptoms were violently exacerbated, 
suggesting a thyroid storm or crisis. 


CASE-RECORD 


An unmarried woman, aged 25, was admitted to hospital 
on March 30, 1949. Three years previously, after an emotional 
shock, she had had a nervous breakdown, with tremor of 
hands, fainting attacks, and outbursts of weeping. At this 
time her neck was not swollen, nor were her eyes prominent. 
Sedatives were prescribed, and after three months she improved 
considerably. 

A year later she had again become nervous and had noticed 
that her eyes were prominent and aching. Her doctor 
diagnosed thyrotoxicosis, and for a year she was given 
thiouracil with no adverse reaction. She improved greatly, 
losing her nervousness and gaining weight ; but later, as her 
face became puffy, her hair fell out, and her neck was swollen, 
thiouracil was diseontinued. 

Shortly afterwards a relapse had occurred, with return of 
the nervousness and loss of weight. On this oecasion she was 
given Lugol’s iodine for a few months. However, loss of 
weight continued in spite of a good appetite, occasional 
attacks of diarrhcea occurred, palpitations were troublesome, 
and weakness noticeable. The exophthalmos and swelling 
of the neck persisted unchanged. 

The past history revealed nothing of note. An interesting 
fact in the family history was that a sister had died of 
myasthenia gravis at the age of 24. This sister had had no 
goitre. 

On admission the patient was nervous and tremulous, of 
average nutrition, weight 7 st. 13 lb., and height 5 ft. 2 in., 
with a warm moist skin; bilateral exophthalmos with lid 
retraction; thyroid moderately enlarged (right lobe more 
than the left), smooth and firm, with no murmur or thrill ; 
regular tachycardia with pulse-rate 120, blood-pressure 
155/75, and sleeping pulse-rate 116. Her heart was not 
enlarged ; there was a short soft systolic murmur at the apex. 
Nothing abnormal was found in the respiratory system or 
the alimentary system. No weakness was detected in the 
central nervous system : the reflexes were brisk and equal, the 
plantar reflexes being flexor. 

Investigations.—Nothing abnormal was found in the urine. 
The serum-cholesterol was 140 mg. per 100 ml. The basal 
metabolic rate was + 40 (Benedict-Roth). A white-cell 
count showed 7000 leucocytes (polymorphs 4200) per c.mm. 
Radiography of the neck showed a slight anteroposterior 
compression of the trachea at the level of D1, with possibly 
slight deviation to the left, but no side-to-side compression. 
No intrathoracic thyroid extension was visible. The lung 
fields were clear, and the heart was normal in size and shape. 

Treatment and Progress.—In view of the previous apparent 
good response to thiouracil, it was decided that further 
therapy with this drug should be given and that after a time 
the case should be reviewed particularly with reference to the 
advisability of surgical treatment. On admission pheno- 
barbitone gr.1/, t.d.s. and a barbiturate sedative at night, 
if required, were prescribed. From April 5 methyl thiouracil 
200 mg. t.d.s. was given. Next day the patient’s tempera- 
ture rose to 101°F and she developed a generalised macular 
rash. A _ white-cell count made at this time showed 
5000 leucocytes (polymorphs 3450) per c.mm. On April 7 
the temperature was normal and the rash had completely 
faded. Methyl thiouracil was continued throughout in the 
same dosage. 


Over the next three weeks some improvement took place, 
The tremor was less and the skin cooler. The patient slept 
better and gained 4 lb. in weight. The sleeping pulse-rate 
was now about 100. The thyroid swelling and exophthalmos 
were unchanged. However, she remained susceptible to the 
slightest emotional disturbance, and it was clear that at this 
stage she was by no means under the control of the anti- 
thyroid drug. Further white-cell counts made during this 
period gave the following results: April 13, 6000 leucocytes 
(2300 polymorphs) per c.mm.; April 14, 5000 leucocytes 
(2300 polymorphs); and April 16, 5000 leucocytes (2200 
polymorphs). 

On the evening of April 26 the patient’s temperature was 
99°F. Next morning she complained of a sore throat and 
headache. Methyl thiouracil was discontinued forthwith. 
A blood-count taken on the morning of April 27 showed 
Hb 75%, red cells 4,200,000 per c.mm., white cells 4500 
(polymorphs 765) per c.mm., platelets 150,000 per c.mm. 
Intramuscular penicillin 250,000 units was given four-hourly. 
By the evening of April 27 the patient’s temperature had risen 
to 103-8°F and her pulse-rate to 140. She was restless and 
agitated, with respirations 40 a minute. During the night 
the restlessness continued and her general condition showed a 
rapid deterioration. Lugol’s iodine 60 minims by mouth 
was given together with sedatives and an intravenous 
infusion of plasma. Her restlessness became extreme, 
urinary and fecal incontinence developed, and her extremities 
became cold and cyanosed. Her pulse, the rate of which had 
risen to 160, became increasingly weaker, and she died in the 
early hours of April 28 from cardiac failure. During the last 
few hours of life the exophthalmos had become more pro- 
nounced. The pulse throughout was quite regular. 

Necropsy.—The body was that of a well-nourished young 
adult female with protruding eyes. The right side of the 
heart was slightly dilated. The air-passages contained blood- 
stained mucus. The lungs were emphysematous, with some 
areas of hemorrhage and collapse, especially on the right side. 
The bone-marrow in the femur was slightly increased. The 
spleen was somewhat enlarged, and the malpighian bodies 
were prominent. The lymph-glands were enlarged, and 
Peyer’s patches in the gut were conspicuous. The thymus 
was large, soft, and milky. The thyroid was large and devoid 
of colloid. The suprarenals contained little lipoid and 
showed an increase of brown pigment. The bladder was 
empty, and the kidneys were slightly cedematous. The 
uterus contained menstrual blood, and a small hemorrhagic 
cyst was present in the right ovary. No abnormalities were 
found in the central nervous system. The orbital fat was 
much increased. 

Histological Examination.—The heart muscle showed an 
increase of brown pigment. Scattered groups of fibres had 
shrunken nuclei and hyaline sarcoplasm. There were also 
scattered foci of chronic inflammatory cells, including 
numerous foamy multinucleated giant cells. These were 
mainly distributed in the connective tissue and fat in the 
vicinity of blood-vessels. The kidneys showed cloudy 
swelling, with hyaline droplet degeneration in some tubules. 
The thyroid was hyperplastic, with vesicles usually of small 
size, mostly devoid of colloid, and lined by large and often 
columnar epithelium. The orbital contents were composed 
of adipose tissue with scattered lymphocytes. The lacrimal 
glands showed considerable lymphoid infiltration. The 
spleen was congested, and the malpighian bodies were enlarged. 
The thymus was lymphoid. Cultures made from material 
taken from the spleen at necropsy did not show any growth. 


DISCUSSION 


This unfortunate case is worthy of comment on two 
aspects. The first question is the nature of the terminal 
illness. The second is the wisdom of continuing the 
methyl thiouracil after the appearance of toxic symptoms 
—i.e., fever and rash—a day after the start of the second 
course. 

The terminal stage of the illness was ushered in with 
fever, headache, and a sore throat. These symptoms 
arising in a patient under treatment with thiouracil 
suggest a developing agranulocytosis with a throat 
infection. In this case a severe granulopenia was in fact 
present. Usually, after the administration of large 
doses of penicillin any infection is controlled, and this 
therapy, together with a complete withdrawal of the 
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thiouracil, leads to a spontaneous and complete recovery, 
with a return of the granulocyte-count to normal within 
afew days. The rapid downhill course could have been 
due to a fulminating septicemia, the organism being 
insensitive to penicillin in the doses given. At necropsy, 
however, there were no signs of such septicemia. The 


extreme restlessness, tachycardia, and increase in 
exophthalmos suggested an acute exacerbation of 


thyrotoxicosis—the thyroid storm or crisis—and I 
suggest that this was the cause of death. ‘The crisis was 
probably precipitated by the throat infection which 
coincided with the granulopenia. 

The fatalities which have occurred with thiouracil 
have been due to agranulocytosis and infection. Moore 
(1946), who reviewed a large series of cases of thyro- 
toxicosis treated with thiouracil with special reference 
to the toxic effects, found the incidence of agranulo- 
cytosis to be 1-74% and the fatality-rate to be not more 
than 0:5%. Since the general introduction of penicillin 
therapy the fatality-rate is probably even less. Toxic 
symptoms are commoner with second and third courses 
of thiouracil, and tend to occur at an earlier stage of 
treatment. They rarely appear before the seventh day, 
and 80% appear during the first six weeks’ treatment 
with thiouracil (Himsworth 1948). 

The thyroid storm or crisis is a highly fatal complica- 
tion of thyrotoxicosis which has fortunately become much 
less common of late. Himsworth (1948) states that the . 
fact that the response to thiouracil is so good has meant 
the virtual disappearance of deaths from this highly fatai 
exacerbation of thyrotoxicosis. McArthur et a}. (1947) 
describe 36 cases of thyroid storm out of 2033 cases of 
thyrotoxicosis admitted to their ward in twenty-five 
years. Of these, 25 cases followed operations on the 
patients, the remaining 11 cases occurred, in the non- 
operated patients, from less easily identifiable causes. 
Psychological trauma or infection appeared to be the 
initiating factor in most of the cases. These workers 
found that most cases of storm occurred in patients who 
had had the thyrotoxicosis for a relatively short time— 
i.e., five years or less. They were usually severe cases 
characterised by malnutrition and previous neglect. 
Means (1948) considers that psychotic manifestations are 
ominous, and states that crises occurred particularly 
in those patients who did not show the expected improve- 
ment after treatment of their thyrotoxicosis. 

In the present case the patient had had the disease 
for about three years, and it was moderately severe. 
Emotionally she was extremely unstable and she became 
further disturbed when she realised that a complication— 
i.e., toxie granulopenia—had set in. Further, though 
it is well known that patients given a second course of 
thiouracil respond more slowly, three weeks with methyl 
thiouracil in fairly high dosage had produced only slight 
improvement in her condition. In retrospect it seems 
that an acute exacerbation of the thyrotoxicosis was not 
at all unlikely. 

Of the complications of thiouracil therapy, agranulo- 
cytosis is said to be the only dangerous one. As regards 
skin rashes and fever due to it, Himsworth (1948) advises 
that thiouracil should be continued unless there is also 
a significant decrease in the number of polymorphs, 
and states that if the thiouracil is continued the fever 
disappears permanently. Moore (1946) finds that drug 
fever and skin rashes occur in about 10% of cases and 
may be accompanied or followed by agranulocytosis. 
MeArthur et al. (1945) consider that both fever and rash 
are certainly manifestations of drug idiosyncrasy, and 
Means (1948) states that the re-exhibition of an anti- 
thyroid drug to a patient who has shown a toxic reaction 
is contra-indicated. In the present case, since no granulo- 
penia accompanied the .fever and rash which developed 
twenty-four hours after the start of the second course of 
thiouracil, the drug was continued. Both fever and rash 
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had gone within twenty-four hours, and no further 
trouble arose until three weeks later, when the granulo- 
penia developed. 

SUMMARY 


A fatal thyroid crisis in a thyrotoxie patient treated 
for a second time with thiouracil is described. The 
crisis was associated with, and apparently precipitated 
by, a toxic granulopenia with a throat infection. 

Certain signs and symptoms suggested that an acute 
exacerbation might ensue; in the absence of granulo- 
penia early toxie signs were disregarded, in accordance 
with current medical opinion in this country. E 

In thyrotoxicosis that is at all refractory, or that 
seems likely to develop an acute exacerbation, any toxic 
symptoms from thiouracil should call for an immediate 
withdrawal of the drug and a recourse to iodine therapy 
followed by skilled surgery and more iodine. 


I am grateful to Prof. G. W. Pickering for permission to 
publish this case, and to Dr. D. M. Pryce for the necropsy 
report. 

REFERENCES 


Himsworth, H. P. (1948) Brit. med. J. ii, 61. 

McArthur, J. W., Rawson, R. W., Means, J. H. (1945) Ann. intern. 
Med, 23, 915. 

Cope, O. (1947) J. Amer. med. Ass. 134, 868. 


Means, J. H. (1948) The Thyroid and Its Diseases. 2nd ed., 
Philadelphia. 


Moore, F. D. (1946) J. Amer. med. Ass. 130, 315. 


Medical Societies 
ASSOCIATION OF CLINICAL PATHOLOGISTS 


THIS association held a meeting in London between 
Jan. 25 and 27. 


Amidopyrine Agranulocytosis 


Dr. GEORGE DISCOMBE said that amidopyrine agranu- 
locytosis was commonly caused by prescribing the drug 
in a proprietary mixture, the prescriber being ignorant 
of or forgetting its presence. He had encountered 4 
fatal cases; in 3 sulphapyridine was at first thought to 
be responsible, but amidopyrine had been taken at the 
same time. It seemed probable that the action on the 
bone-marrow of sulphonamides and amidopyrine was 
synergic. Three series of hospital and of rheumatic 
patients who received amidopyrine had been reported. 
Among altogether 960 patients in these three groups, 
there were 11 cases of agranulocytosis—an incidence of 
1:1%. This indicated that there was no justification for 
using amidopyrine in ordinary practice as an analgesic. 
In Denmark the distribution of proprietary mixtures 
containing amidopyrine was forbidden; and it seemed 
probable that the same action should be taken in Britain. 
Official figures did not provide an adequate guide to the 
frequency of drug-agranulocytosis. His impression was 
that there were about 50 deaths per annum in this 
country, although the Registrar-General’s figures were 
somewhat lower. He would say that some fatalities were 
undoubtedly misdiagnosed. 


Dr. E. N. DAVEY referred to two cases. The first was 
believed to be diphtheria but turned out to be an instance 
of absolute granulopenia, which was attributed to the 
taking of ‘ Novalgin’ for ovarian pain; the patient 
fortunately recovered. At that time Dr. Davey had listed 
the proprietary preparations containing amidopyrine 
and had filled a whole sheet of foolscap. The second case 
was in a school-teacher who had all the appearance of 
having agranulocytic angina but turned out to have 
the anginose type of glandular fever. This disease should 
be considered in the differential diagnosis. 

Dr. J. C. Forp referred to the case of a ward-sister 
who had been taking ‘ Cibalgin’ for myopic headache. 
She was admitted with severe sacro-iliac pain, was 
apyrexial, and had a white-cell count of 5200 per c.mm., 
of which 35 % were neutrophils. This patient was alowed 
by her doctor to have some cibalgin for her pain, having 
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previously been sensitised to this drug. She died eleven 
days later, the hemoglobin and red-cell count being 
unaffected throughout, but the total white-cell count 
falling to 400 per c.mm. 


Dr. C. J. C. Brirron could not reconcile the statement 
that commercial manufacturing firms were dissuading 
people from using drugs containing amidopyrine with 
the fact that he regularly received samples through the 
post. Dr. C. W. 'TAYLOR suggested that the best way to 
discourage the use of these dangerous drugs was to ensure 
that fatalities were properly reported at inquests. Dr. N. 
SCHUSTER suggested that the simplest action would be to 
disallow proprietary names for amidopyrine. Doctors 
should prescribe it individually so that they, and nurses, 
would know exactly what the patient was having. 
Dr. DiscoMBE had considered approaching the chair- 
man of the Pharmacopceia Commission with this 
suggestion. 


Prof. R. J. V. PULVERTAFT said that he would advise 
prohibiting the use of any proprietary name. As far as 
he knew there was nothing to prevent a firm changing 
the constitution of a preparation bearing a trade name. 
He instanced a preparation which at one time had 
contained amidopyrine and had been responsible for 
several deaths. It now no longer contained amidopyrine, 
but a preparation known by the same name was still on 
the market. In almost every case of severe blood disease, 
and particularly in cases with purpura or aplastic 
anemia, it was essential to inquire whether a proprietary 
preparation had been taken. 


Prof. D. F. CAapPpELL agreed that the inclusion of 
amidopyrine in proprietary preparations should be pro- 
hibited by law. He had met with fatal instances of 
agranulocytosis associated with the taking of a proprie- 
tary preparation before amidopyrine was dropped from 
its formula, and he had seen others due to ‘ Allonal.’ 


Other Subjects 


Leucocyte Changes in Burns 


Dr. S. SEvirtT reported a study of the quantitative 
changes in the eosinophil, lymphocyte, and neutrophil 
counts in 26 patients suffering from burns involving 
from 0-1 to 80% of the body-surface. Soon after burning 
the eosinophil-count fell, reaching low or zero values in 
a few hours. This was often accompanied by lympho- 
cytopenia and usually by neutrophil leucocytosis (primary 
wave). The eosinopenia, which persisted from a half 
to seven days, lasted longer in those more extensively 
burned, and there was a statistical correlation between 
the percentage of skin-surface burned and the duration 
of eosinopenia. Dr. Sevitt concluded that eosinopenia 
was a sensitive index of adrenocortical activity in burns. 
Other leucocyte changes described were the onset in 
some patients of eosinophilia following the eosinopenic 
stage, later or delayed eosinophilia probably being due 
to allergy, and a secondary neutrophil wave. 


Fallacies in Platelet-counts 


Dr. W. K. TAYLor said that platelet-counts in cases 
of hemolytic anemia, using Lempert’s method,! were 
found to be unduly raised. The error was assumed to be 
due to staining of the fragmented reticulum following 
lysis of the erythrocytes. Elimination of the cresyl-blue 
resulted in platelet-counts which agreed with those 
obtained by the magnesium-sulphate film method. 
Lempert’s urea-citrate mixture without the addition of 
dye should be generally used for platelet-counts. If the 
field was not too bright, counting was quite simple. 


Normoblastic and Megaloblastic Erythropoiesis 


Dr. L. G. LasTuHA said that work with bone-marrow 
eultures had yielded evidence of an inhibitory factor in 
the serum and cerebrospinal fluid (C.s.F.) of patients with 
pernicious anemia. This factor inhibited the ripening 
of megaloblasts into normoblasts and produced megalo- 
blasts from normoblasts in vitro. Folic acid overcame 
the action of the inhibitory factor in vitro, and so did 
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folinic acid (citrovorum factor). Crystalline vitamin B,, 
had no such effect. 


Biopsies in Rectal Disease 


Dr. C. E. DuKEs pointed out that malignant disease 
of the rectum was seldom diagnosed without evidence of 
infiltration, and therefore some mucosa should be included 
in the biopsy. In some cases of well-differentiated tumours 
without infiltration a diagnosis of malignancy might not 
be possible. 


Kaposi's Varicelliform Eruption 

Dr. A. Dick and Dr. N. R. Grist described 10 cases 
of Kaposi’s varicelliform eruption which appeared at the 
time of the widespread vaccination occasioned by an 
outbreak of smallpox in Glasgow. Of these 10 patients, 
4 were unrelated, 2 were members of the same house- 
hold, and 4 were infected while in hospital. No case 
had been vaccinated previously, and all had been in 
contact with recently vaccinated subjects and had 
suffered from skin damage. In 5 cases which were 
investigated fairly fully the vesicle fluid showed numerous 
elementary bodies ; cultivation of this fluid or of crusts 
yielded a coagulase-positive Staphylococcus pyogenes 
in all, while in 3 the infection was mixed. The material 
from crusts or smears was used to inoculate the chorio- 
allantoic membrane of 11-day chick embryos. The 
vaccinia virus was isolated in 5 of the cases. The 
evidence suggested that the causative virus (vaccinia 
in this series) was inoculated directly into previously 
damaged areas of skin. 2 patients appeared to benefit 
by ‘ Aureomycin.’ 


** Adamantinomas”’ 


Dr. K. S. THoMpsON and Dr. E. B. MANLEY described 
normal tooth development briefly as a downgrowth from 
the ordinary squamous epithelium from the maxilla and 
mandible ; and they drew attention particularly to the 
difference between the cells of the internal dental 
(enamel) epithelium and ameloblasts. Many tumours, 
as in the tibia and pituitary, were wrongly called adaman- 
tinomas owing to the oedematous prickle cells, which 
superficially resembled stellate reticulum ; the diagnosis 
of adamantinoma should rest on the developmental cell 
—the cells of the internal dental epithelium. Since 
ameloblasts were present only with enamel, they objected 
to the name “ameloblastoma’’ for these tumours, 
preferring ‘‘ Thoma’s adamantinoma’”’; but because of 
long usage the term ‘‘ adamantinoma ”’ was better. 


Penicillin in Inflamed Tissues 


Dr. J. UNGAR recalled that penicillin could be detected 
considerably longer in inflamed subcutaneous tissue than 
in blood.* In a further study bronchopneumonia was 
produced in mice and guineapigs by intranasal instillation 
of a virulent suspension of Haemophilus pertussis. When 
penicillin of different types (aqueous solutions of peni- 
cillin G or suspensions) was injected into the infected 
animals, it could be detected in the lungs in considerably 
higher quantities and for longer than in the lungs of 
normal control animals. The peak of penicillin levels in 
the inflamed lungs was significantly higher than that of 
the blood-levels. The tissue-levels of penicillin depended 
on the type of penicillin injected (water-soluble or water- 
insoluble) and the degree of infection in the lungs; the 
heavier the infection, estimated by the extent of lung 
consolidation, the higher were the levels of penicillin jin 
the lung. This was further evidence for the efficacy’ of 
single massive doses of penicillin in the treatment of 
acute infections. One explanation of these findings was 
the increased binding of penicillin on the proteins 
(particularly the globulins) of inflamed tissue. 


Diagnosis of Weil’s Disease and Canicola Fever 

Dr. J. C. Broom described the customary methods for 
the laboratory diagnosis of leptospirosis. These were 
isolation of the organism and the demonstration of anti- 
bodies, but with neither could the diagnosis be established 
early in the disease. It had been found that, in the early 
days of the illness: (1) the erythrocyte-sedimentation 


1. Lempert, H. Lancet, 1935, i, 151. 


2. Ungar, J. Ibid, 1950, i, 56. 
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rate was greatly increased ; (2) the c.s.F. contained an 
increased number of cells, even in cases which showed no 
symptoms of meningitis; (3) in the meningeal form of 
canicola fever the glucose content of the C.S.F. was 
increased; (4) biopsy specimens of gastrocnemius 
muscle showed the characteristic degenerative changes 
in single muscle-fibres or groups of fibres; (5) biopsy 
specimens of liver showed the characteristic loss of cord 
structure and also signs of regeneration. Sometimes the 
antibody titre for the infecting species was at first much 
lower than the corresponding titre for some heterologous 
species. This might lead to complications if a hitherto 
unrecorded species appeared to be implicated. In a 
recent case, however, the presence of heterologous 
antibodies helped to establish the diagnosis of Weil’s 
disease in a patient who died while being treated with 
large doses of leptospiral antiserum, and who showed 
pede low agglutination titre to Leptospira icterohemor- 
rhagie. 


Epidemiology of Leptospirosis 

Dr. J. M. Atsron said that the illnesses and deaths 
in the British Isles known to be due to L. icterohamor- 
rhagie (Weil’s disease) were roughly half those due to 
typhoid fever. The causal organism was excreted in 
great profusion by rats and, less, by dogs. Leptospiras 
did not survive long after excretion, and that was probably 
why the disease was limited to those people who, usually 
by occupation, were repeatedly or heavily contaminated 
by rat’s urine. here was a seasonal increase of the 


disease in the autumn. The mortality-rate for 1949 and | 


1950 was 12% of observed cases. Death did not occur 
without obvious jaundice, and nephritis was the most 
lethal feature. In the non-fatal meningitic form of the 
disease, the glucose content of the c.s.F. was normal ; 
infection during bathing tended to lead to meningitis. 
Reduction of case-mortality required early diagnosis 
so that penicillin and antiserum could be used to kill the 
leptospira before hepatitis and nephritis became severe. 

The known incidence of infection by L. canicola in the 
British Isles in 1949 and 1950 was 25 and 33 cases. The 
source of infection was the urine of dogs. In man the 
disease was usually mild, with or without meningitis. 
Incidence was much higher in the second half of the year. 
The incubation-period and natural routes of infection 
were not certain. 


Iron Metabolism 


Dr. A. KLOpPER and Dr. 8S. VENTURA showed that the 
serum-iron fell significantly in late pregnancy. The 
changes in normal pregnancy were not nearly so gross 
as those demonstrated for the hypochromic anzmias 
of pregnancy ; but they tended to show that the drain 
of iron during pregnancy caused latent iron deficiency. 
Serum-iron curves after oral and intravenous adminis- 
tration of iron showed that during pregnancy the intes- 
tinal mechanism of iron absorption was orientated toward 
a@ maximal transfer of iron to the blood-stream ; and that, 
when this mechanism was short-circuited by the intra- 
venous injection of iron, the serum of the pregnant 
woman still showed enhanced power and speed in dealing 
with the influx of iron. 


Myelomatosis 


Dr. J. H. O. EARLE, Dr. N. H. MARTIN, and Prof. N. F. 
MACLAGAN described atypical flocculation tests in several 
cases of myelomatosis. Using a wide spectrum of floccula- 
tion tests, including the zince-sulphate (Kunkel) and 
ammonium-sulphate (Popper) tests, they found that, 
despite the raised globulin, only two cases of myelomatosis 
gave a positive thymol-turbidity test ; but seven gave 
positive ammonium-sulphate tests, and two further cases 
gave completely negative flocculation tests. Cases with 
increased globulin but with negative thymol-turbidity 
or other flocculation tests should suggest a diagnosis of 
myelomatosis. 


Potassium Deficiency 


Dr. G. K. McGowan said that the main clinical indica- 
tions of potassium deficiency were : (1) muscle weakness 
leading to paralysis: (2) prostration, anorexia, and 
paralytic ileus ; (3) alkalosis resistant to sodium chloride ; 


and (4) electrocardiographic changes. He demonstrated 
particularly the shift from intracellular to extracellular 


_ potassium with the balance maintained by excretion in 


the urine and gastro-intestinal secretions; and he pointed 
out that potassium should not be given unless the renal 
function was satisfactory. 


Estimation of Thyroid Function 


Dr. J. B. Foote and Prof. N. F. MACLAGAN described 
an apparatus for estimating thyroid function by a 
modified radioactive test using iodine (I1*!). By taking 
thigh-counts and neck-counts, they produced an index 
which appeared to have diagnostic significance in 
thyrotoxicosis. 

Sir Lionel Whitby’s presidential address and a paper by 
Sir Henry Cohen on the limitations of laboratory investiga- 
tions have already been summarised in these columns. 


MANCHESTER MEDICAL SOCIETY 
Oral Sepsis and Chest Infection 


AT a meeting of the society’s section of odontology on 
Jan. 22, Mr. R. H. R. BELsEY said that pulmonary 
suppuration and dental sepsis presented three separate 
problems: (1) pulmonary suppuration occurring spon- 
taneously in patients with dental sepsis ; (2) pulmonary 
suppuration following general anesthesia in patients 
with dental sepsis; and (3) pulmonary suppuration 
following dental operations, with or without a retained 
foreign body in the bronchial tree. 

By dental sepsis was meant “open” sepsis. The 
pulmonary lesions that might result were suppurative 
bronchitis, suppurative pneumonitis, lung abscess, 
empyema, and pyopneumothorax due to rupture of a 
lung abscess into the pleural cavity. The association 
was first emphasised by John Alexander, who stated 
that “‘no edentulous patient ever developed a lung 
abscess.”’ The solitary lung abscess with sudden onset 
of symptoms that sometimes arose from dental sepsis 
suggested bronchial embolism by infected, particulate 
matter from the mouth. 

The onset of pulmonary symptoms after a general 
anesthetic or dental operation might be acute and 
fulminating ; often there was a latent period of three 
weeks before these symptoms appeared, and this had 
masked the association of the two conditions. The 
diagnosis was confirmed by X-ray examination and 
bronchoscopy. Early diagnosis and prompt chemo- 
therapy and physiotherapy might avert the need for 
surgical treatment, and greatly improve the prognosis. 
Modern anesthesia with the commoner use of intra- 
tracheal tubes might have increased the risk of pulmonary 
infection from the mouth. 

The falling incidence of lung abscess might be due to 
improved dental hygiene, and to educational and 
other factors such as the school dental service. 

As a routine, dental sepsis should be eliminated at 
least three weeks before every elective surgical procedure 
under general or local anesthesia. Intensive preoperative 
and postoperative physiotherapy, and chemotherapy 
were also important. Emergency operations should be 
preceded by thorough removal of all debris and infected 
tartar from the gums and teeth. 

The elimination of pulmonary infection after dental 
operations could be attempted by careful preoperative 
oral toilet, by operating with the patient in the head-low 
position, by avoiding drugs that depress the laryngeal 
and bronchial reflexes, and by a penicillin ‘“ screen.” 
Any patient suspected of having inhaled a foreign body 
should be examined radiologically as soon as possible, 
and if necessary submitted to bronchoscopy. Early 
diagnosis and treatment of pulmonary complications 
would prevent permanent lung damage. The removal of 
foreign bodies impacted in the bronchial tree for some 
days or weeks was rendered safer and easier by a pre- 
liminary course of intrabronchial penicillin. Awareness 
of the severity of the pulmonary complications that 
might follow dental operations should lead to greater 
attention to their prevention and to early diagnosis and 
treatment. 


3. Ibid, Feb. 3, 1951, p. 279. 
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Reviews oi Books 
Thrombo-emboiic Conditions and their Treatment 
with Anticoagulants 

CHARLES D. MARPLE, M.D., assistant clinical professor, 
division of medicine, University of California, San 
Francisco; Irvinc S. Wricut, professor of clinical 
medicine, Cornell University Medical College, New York. 
Springfield, Ill.: Charles C. Thomas. Oxford : Blackwell 
Scientific Publications. 1950. Pp. 418. £3 5s. 


HERE is a remarkably comprehensive and up-to-date 
account of the clinical use of anticoagulants. The authors 
get off to a good start by emphasising the importance of 
thorough laboratory work. Properly critical and sceptical, 
they nevertheless succeed in demonstrating how valuable 
anticoagulants can be if properly controlled and used, 
and it is to this clinical use of anticoagulants that the 
greater part of their book is devoted. The contra- 
indications to anticoagulant treatment are given 17 pages. 
The difficulties and disadvantages of treatment with 
heparin and dicoumarol are fairly considered, and ways 
of dealing with them are clearly indicated; the fact 
that there are occasional failures is admitted and the 
reasons for them are adequately discussed. In a final 
section of 100 pages on “ recent advances’ the use of 
anticoagulants in coronary thrombosis is fully dealt with, 
and there are short but pleasantly didactic and ade- 
quately detailed appendices on the laboratory methods 
used. A list of 684 references shows that the published 
work has been adequately sorted, and altogether the 
reader could not find a better and safer guide through 
the jungle of anticoagulant practice. 


Recent Advances in Ophthalmology 
(4th ed.) Sir Srewart DuKE-ELDER, K.C.V.O., D.SC., 
F.R.C.S., director of research, Institute of Ophthalmology, 
University of London, and _ ophthalmic — surgeon, 
St. George’s Hospital, London; A.J. B. GOLDSMITH, M.B., 
F.R.C.S., surgeon, Moorfields, Westminster and Central Eye 
Hospital, and lecturer in ophthalmology, University of 
London. London: J. & A. Churchill. 1951. Pp. 372. 28s. 
SIXTEEN years have elapsed since the previous edition 
of this book appeared, and the text has been completely 
rewritten. Dropping some older interests and theories, 
the authors have chosen a number of subjects in which 
great progress has been made. These subjects are the 
physiology and pathology of the aqueous humour, the 
use of the gonioscope and the fundus contact-lens in 
examining the eye, glaucoma, bacterial and virus infec- 
tions, chemotherapy and antibiotics, physiology and 
pathology of the cornea, cataract, and endocrine exoph- 
thalmos. Their approach is by way of physiology and 
pathology rather than surgery, and in each subject the 
present state of knowledge is summed up in lucid and 
readable style. The profession will be grateful to them for 
this presentation of new thought—so much in so small 
a compass. 


Muscular Contraction 
W. F. H. Mommarrts, PH.D., established investigator of 
the American Heart Association, Department of Bio- 
chemistry, Duke University School of Medicine, Durham, 
North Carolina. New York and London: Interscience 
Publishers. 1950. Pp. 191. 33s. 


THE last ten years have seen the most spectacular 
advances in the physiology and biochemistry of muscle. 
This is largely due to work on the molecular form and 
behaviour of the structural proteins, but also to the 
extensive studies of the enzymes of the muscle cell and 
of adenosine triphosphate and all that has followed from 
its discovery. Those who began to learn their physiology 
in the ’20s were not taught about these matters, yet 
many of them are still keen to learn. Dr. Mommaerts’s 
little monograph is just the thing for all who like to 
keep abreast of their subject, for it is short, clear, simple 
yet not dogmatic, and delightfully historical in approach. 

The author first draws a picture of the metabolism of 
striated muscle as it has been worked out over the last thirty 
years, though he never hesitates to point out the unfinished 
appearance of parts of the canvas. He goes on to deal with 
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the muscle proteins in a similar way, describing their extrac- 
tion, properties, size, shape, interactions—in short, their 
function as revealed by inspection and analysis. <A useful 
little summary ends many of the chapters. Some of the terms 
—such as birefringence, and double refraction of fiow—could 
be more simply explained when they are first mentioned and 
discussed, and a little more might have been said about 
contractile systems other than those of striated muscle. But 
those who read the introduction are likely to finish the book, 
and they do not need a profound knowledge of the subject 
to enjoy it. 


Developments in Diphtheria Prophylaxis 
Lewis B. Hout, m.sc., Wright-Fleming Institute of 
Microbiology, St. Mary’s Hospital, London. London: 
Heinemann Medical Books. 1950. Pp. 181. 42s. 

Tue production of diphtheria prophylactic of consistent 
antigenicity and constant composition is of great impor- 
tance, and Mr. Holt’s book illustrates the immense 
amount of painstaking work this involves. He has his 
own views about many of these problems, and on 
Glenny’s depot theory of the action of alum-precipitated 
toxoid he suggests that alum toxoids are physiologically 
excluded from the rest. of the body fourteen days after 
inoculation. Much of the book is concerned with P.T.A.P. 
(purified toxoid, aluminium-phosphate-precipitated) and 
there is an account of its use by Bousfield. The book is 
too technical for the average reader, and the method of 
presentation does not make a difficult subject easier. 


The Neural Crest 


Properties and Derivatives in Light of Experimental 
Research. SvEN HoOrstaprus, professor of zoology, 
University of Uppsala. London: Oxford University 
Press. 1950. Pp. 110. 15s. 

In five short chapters, based on lectures given at 
University College, London, in 1947, Professor Hérstadius 
tells an absorbing story of experimental methods in 
embryology. Most of us think of the neural or ganglionic 
crest as that part of the primitive embryo which goes 
to make the spinal root ganglia; but this is only one of 
its functions; for not only does it contribute to other 
parts of the nervous system but it also takes a diverse 
part in structural development elsewhere. Thus excision 
and implantation experiments, as well as older methods 
depending on staining and serial section, show that it 
makes a major contribution to cartilage and cartilaginous 
bone, and even to membrane bone in the cranium. 
Experimental studies of the pigmentation of small 
amphibia and fowls are fascinating : Professor Hérstadius 
describes how, when chick-embryo limb-buds are trans- 
planted, the development of a pigmented or a non- 
pigmented limb depends on the presence or absence of 
neural crest cells in the transplant. The colour of 
plumage is also locally affected by later transplantations 
of cells of similar origin. This dynamic embryology is 
far removed from the study of serial sections of our 
student days. 


Moveable-Removeable Bridgework (London: Henry 
Kimpton. 1950. Pp. 221. 56s.)—This semi-technical book, 
by Mr. J. O. McCall, Mr. I. M. Hugel, and Prof. C. F. Bodecker, 
is based largely on the writings of Herman Chayes, who was 
one of the foremost exponents of movable-removable types 
of bridge for the replacement of teeth. Part of the book is 
given up to Chayes’s arguments and suggestions in favour of 
this type of bridgework, and technical procedures for making 
such types of bridge are described. There is a great deal to 
be said for this kind of work, but its expense rather rules out 
its general application to the normal dental practice in this 
country. 


Bakteriologie und Serologie (Stuttgart : Thieme. 1950. 
Pp. 644. D.M.29.70).—This German textbook, one of the 
first on the subject to be published in that country since the 
war, has excellent illustrations and makes wise use of numerous 
diagrams, Lother Hallmann is bacteriologist to the Heidberg 
Hospital. Throughout the book he gives instructions in great 
detail, and this should be of special value to the beginner. Many 
technical methods, such as how to use a microscope micrometer 
or how to do a complement-fixation test for trichina infection, 
will not be found in English textbooks of comparable size, 
and descriptions of the pathogenic protozoa and viruses are 
included. 
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A new approach in the treatment of children with the 
vitamin B complex is provided by Befortiss Elixir. This 
is a pleasantly flavoured preparation which children 
readily accept, when capsules, tablets and less palatable 
fluids might be resisted. 

Full particulars and a sample for clinical trial sent on 
request. 


BEFORTISS ELIXIR 


The vitamin B complex 
in a pleasant fluid medium 


VITAMINS (DEPT. B.27), UPPER MALL, LONDON 


Complete Range 
of Standardised 


Freely prescribable 
under the N.H.S. 


Available in all appropriate 
Pharmaceutical forms 


and strengths 
OESTROGENIC PROGESTOGENIC 
Cstradiol Benzoute B.P. .. .DIMENFORMON Ethisterone B.P. . .. - « PROGESTORAL 


Estradiol Dipropionate B.P... Do. DIPROPIONATE ADRENAL CORTEX HORMONE 

Ethinyl Estradiol . +++ ~LYNORAL Deoxycortone acetate BP...» «++ +++ +DOCA 
ANDROGENIC GONADOTROPHIC 

Testosterone & its propionate B.P. .. NEO-HOMBREOL Chorionic Gonadotrophin B.P. ...... PREGNYL 

Methyltestosterone B.P. . . . NEO-HOMBREOL (M) Serum Gonodotrophin BP... GESTYL 


Literature on request 
THYROTROPHIC 


Extract of Anterior Pituitary. ......AMBINON 
RGANON asorarortes tt. 
BRETTENHAM HOUSE, LONDON, W.C.2. TEMPLE BAR 6785/6/7. 0251/2. MENFORMON, RAND, LONDON 
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When superficial pain. is the problem 


Pain and pruritus are common denominators 
so many everyday accidents and affections... a 

pointer to the wide scope for ‘ Anethaine’ Ointment in 
general practice. It brinas swift and welcome relief, for 


instance, in minor burns, anal fissures and many irritating skin 


diseases — relief that persists for at least two hours. And this 
quick-acting analgesic ointment is particularly effective for the extreme 
discomfort of haemorrhoids. Clean to use and easily washed from skin or 


clothing, ‘Anethaine’ Ointment is quite suitable’ for the patient's personal use. 


> <A 
1°, amethocaine in a water-miscible base 
A N E T H A | N O | N T M E N T oz 3/6d, discount. 


Now packed with special nozzle 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 


fri the single prapese of PAIN RELIEF 


Clinical experience with ‘ Heptalgin’ in the relief of all types of pain 
has not merely confirmed the remarkable analgesic properties of the 
compound. Equally remarkable has been its relative freedom from 
undesirable side effects. For instance, ‘ Heptalgin ’ causes litle or no 
depression or drowsiness—indeed, if both sedation and pain-relief 
are called for, then a sedative must be administered in addition to 
‘Heptalgin’. As with other analgesics, the dosage of ‘ Heptalgin’ 
varies markedly from patient to patient. It is advisable to start with 
a dose of one tablet, increasing to a single dose of perhaps three or 


four tablets if response to the smaller amount is too slight. 


TABLETS (10 mg) bottles of 25 & 100 
AMPOULES (10 mg) i cc. in boxes of 6 


UNDER D.D.A. REGULATIONS 


Brand Phenadoxone hydrochloride 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 
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Potassium Deficiency 


WE have learnt a lot in twenty years about the 
changes that occur in the body electrolytes in disease. 
An enormous literature has grown up from the early 
work on the inorganic metabolism in Addison’s 
disease, and our ideas on sodium metabolism and the 
state of hydration of the body have certainly become 
clearer. But in the last few years potassium has 
come to occupy the centre of the picture. In 1940 
the clinician’s interest in potassium metabolism did 
not extend beyond the recognised changes in familial 
periodic paralysis and Addison’s disease, and some 
isolated pieces of information such as the low serum- 
potassium in cases of alkalosis from pyloric obstruc- 
tion, and the association of Cushing’s syndrome with 
an alkalosis resistant to ordinary saline therapy and a 
low serum-potassium. Then in 1944 Brown et al.? 
described attacks of paralysis with low serum- 
potassium levels in chronic nephritis, and a similar 
low-potassium paralysis was later described by 
HoLueR 2 in treated diabetic coma: in both these 
conditions the paralysis was relieved by administra- 
tion of potassium salts ; and recent work has shown 
that the loss of potassium in treated diabetic coma 
is constant though paralysis is rare. In 1946 Govan 
and Darrow * demonstrated a heavy loss of potassium 
in infants with gastro-enteritis and claimed that treat- 
ment with potassium salts greatly improved their 
recovery-rates. Since then a wide range of conditions 
have been shown to cause a loss of potassium from the 
body. These include uremia treated with a Borst 
diet,4 p-aminosalicylic acid therapy,>? partial 
gastrectomy * and many other surgical operations 
not always involving an escape of gastro-intestinal 
fluids,® the use of ion-exchange resins,!° and those 
reported in these columns—idiopathic steatorrheea 
(Dr. Luspran and Dr. McALLeEN last week, p. 321), 
as a sequel to abortion and tonsillitis (Dr. Ka ERULF- 
JENSEN and colleagues, this issue, p. 372), and chronic 
nephritis (Dr. DavipsEN and colleagues, p. 375). In 
Birmingham, Dr. Cooke tells us on p. 413, some 20°, 
of patients with steatorrhcea develop hypokalemia 
at some stage, and potassium lack seems to be a 
common immediate cause of death in the fatal cases. 
The potassium lost in the stools comes, he suggests, 
from intracellular stores and is actively excreted into 
the gut. 

1. Brown, M. R., Currens, J. H., Marchand, J. F. J. Amer. 
med. Ass. 1944, 124, 545. 
. Holler, J. W. ‘Ibid, 1946, 131, 1186. 
. Govan, C. D., Darrow, D.C. J. Pediat. 1946, 28, 541. 
: Kolff, W. J.” J. Lab. clin. Med, 1950, 36, 719. 
. Cayley, F. E.de W. Lancet, 1950, i, 447. 
. Nagley, M.M. Ibid, p. 592. 
. Heard, K. H., Campbell, A. H., Hurley, J. J.. Med. J. Aust. 

1950, ii, 606. 

. Wilkinson, A. W., Billing, B. H., Nagy, G., Stewart, C. P. 

Lancet, 1950, i, 533. 


. Evans, E. 1. Ann. Surg. 1950, 131, 945, 
. Dock, W., Frank, N. R. Amer. Heart J. 1950, 40, 638. 
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The major part of the body’s store of potassium 

is in the cells, and the cells may be lacking in potassium 

when the serum-potassium is normal, or even above 

normal if there is oliguria. In severe cases of 
deficiency of cell-potassium, particularly if a diuresis 

is produced by any means, the serum-potassium will 

also be low; it is probably the low serum-potassium ° 
rather than any lack of muscle potassium that pro- 

duces the electrocardiographic changes characteristic 
of potassium deficiency, the most notable being 

depression of the s-T segment and diminution, dis- 

‘appearance, or occasional inversion of the T wave. 

These E.C.G. changes may be rapidly reversed if serum- 

potassium is restored to normal, long before the body 

potassium is fully replaced. The £.c.c. findings are 
the most constant sign of either potassium deficiency 

or potassium intoxication, and their value in diagnosis 
was strikingly illustrated by Dr. Hawktns and 

colleagues last week (p. 318) in their case of pylo- 

ricstenosis. The other clinical manifestations of 
potassium deficiency are much less clear. 

In the light of all this evidence, how are we to 
recognise potassium deficiency, and if we find it, 
how should it be treated ? The important factor in 
recognition is that we should bear in mind that it 


‘may arise in a large variety of clinical conditions, 


particularly those involving any disturbance of 
electrolytes or body water. Potassium. deficiency 
should be suspected whenever an unexpectedly poor 
response is obtained to saline therapy; and any 
evidence of muscular weakness will reinforce the 
suspicion. ELIE. et al." describe a postoperative 
potassium-deficiency syndrome consisting in apathy, 
lethargy, nervousness, muscular weakness, abdominal 
distension, and occasional ileus, disorientation, 
delirium, muscular twitching, and tetany, which 
is relieved by potassium therapy. However, ELKINTON 
and TaraIL,! in a well-balanced review, say : 

“,.. It is difficult to establish the exact disorders of 
function which result from deficiency of potassium. .. .”’ 

‘“The evidence to date is inconclusive in respect to 
the specific benefit of potassium therapy to cellular 
function. The rationale of such treatment, therefore, 
depends principally on the ground that it is desirable 
to replace a substance in which the body is deficient. 
Potassium, like protein, is an essential constituent of the 
cells of the body, and replacement and prevention of 
loss of potassium is as logical as similar procedures in 
the case of protein. Proof of this is difficult to obtain in 
clinical conditions with highly unpredictable prognoses.”’ 
Chemical estimations of serum-potassium take several 
hours; where the laboratory is equipped with a 
flame photometer the result can be obtained quickly, 
but there are still not many hospitals in this country 
which have one, and an electrocardiogram will then 
often provide the answer most readily. If suspicious 
symptoms are present and the serum-potassium is 
found to be low it seems reasonable to restore the 
serum-level to normal by the administration of 
potassium; but whether potassium should be given 
as a routine in all cases where deficiency is a possible 
complication, even when there are no clinical symp- 
toms, is not yet certain: where proper biochemical 
control is impracticable, the theoretical advantages of 
replacing the missing element rapidly must be weighed 
against the risk of potassium intoxication. In any 


11. Eliel, L. P., Pearson, O. H., Rawson, R.W. New Engl. J. Med. 
1950, 243, 471, 518. 


12. Elkinton, J. R., Tarail, R. Amer. J. Med. 1950, 9, 200. 
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case, if the patient appears to be making normal 
progress, ordinary diet will replenish the body 
potassium within a reasonable time. 

When treatment is decided upon, potassium must 
be given in adequate amounts. Since the greater 
part of the potassium is lost from the cells, the 
deficiency is much greater than is generally realised. 
ELKINTON and Tarai estimate that in an adult 
the lack may be from 228 to 936 m.eq., or, in round 
figures, 8-36 g. of potassium. If the patient can 
take food by mouth, the potassium in his food may, 
be reinforced by adding 80-120 m.eq. (say 3-5 g.) 
to each litre of milk or fruit drinks ; a mixture of the 
two potassium phosphates is more palatable than the 
chloride. Provided there is a reasonable output of 
urine, potassium therapy by mouth is practically 
free from danger. Alternatively, the potassium can 
be given subcutaneously, as was done by Dr. Hawkins 
and his colleagues, or intravenously. If given with 
full understanding and adequate biochemical control 
either method is safe ; but without these, parenteral 
therapy carries a great danger of potassium intoxi- 
cation, an example of which was described by 
Hawkins et al. As a general guide, ELKINTON 
suggests a maximum infusion-rate of 20 m.eq. 
(0-8 g.) of potassium an hour, in a solution with a 
maximum strength of 80 m.eq. (3 g.) of potassium 
per litre. A solution containing 4-5 g. of K,HPO,, 
1 g. of KH,PO,, and 5-5 g. of NaCl per litre, given at 
a rate of 300 ml. per hour, fulfils these conditions. 

Parenteral potassium therapy is _ particularly 
dangerous in patients with a low urinary output. 
Even in conditions such as diabetic coma, where a 
well-marked potassium deficiency is a constant 
finding, intravenous potassium should not be given 
unless there is a free diuresis ; in the oliguric stage the 
outflow of potassium from the cells may exceed the 
capacity of the kidney to excrete it, and the serum- 
potassium, already above normal, may be raised to 
dangerous or even fatal levels by intravenous medica- 
tion. Here again the £.c.c. may be of value: in the 
presence of a raised serum-potassium level the 
tT waves become exaggerated, and eventually even 
P may disappear. These findings are an indication 
for attempting to move potassium from the blood- 
stream, rather than for adding to it. Glucose is 
useful in accelerating the passage of potassium into 
the tissues, and saline helps not only by correcting 
dehydration but by producing adequate urinary flow. 
After this flow has been restored is the time to start 
intravenous potassium therapy, if still needed. 


Vitamin-A Poisoning 

Eskimos and arctic explorers have long recognised 
the toxicity of the liver of the polar bear and arctic 
fox. Ingestion of such liver causes anorexia, nausea, 
vomiting, irritability, headache, and drowsiness, with 
scaling of the skin, starting around the mouth. Ill 
effects from excess of vitamin A were observed 
experimentally by Japanese workers! in 1925; and 
in 1943 Ropaut and Moore ? found that the liver of 
the polar bear contains about 20,000 1.U. of vitamin A 
per gramme. Ropaunt ® later established that destruc- 
1. Takahashi, K., Nakamiya, Z., Kawakami, K., Kitasato, T. 
Sci. Pap. Tnst. phys. chem. Res., Tokyo, 1925. 3, 81. 


2. Rodahl, = Moore, T. Biochem. on 1943, 37, 166. 
3. Rodahl, K Nature, Lond. 1949, 164, 530. 


tion of the vitamin-A content renders the toxic 
fraction innocuous. Moore and Wang ‘ remarked that 
in the rapidly growing rat excessive doses of vitamin 
A predispose to fractures and intramuscular heemor- 
rhages, while in older animals the skeletal injuries are 
absent and death comes suddenly from massive 
visceral hemorrhages. The bleeding tendency was 
due to hypoprothrombinemia, which could be cor- 
rected by the administration of vitamin K ; but this 
vitamin did not affect the bone changes. These findings 
have been confirmed in dogs*; skeletal maturation 
was accelerated with subperiosteal appositional growth 
of the cortex. 

The first account of chronic vitamin-A poisoning in 
an infant was given by JosEpPHS,® who observed the 
condition in a boy, aged 34 months, who had received 
240,000 1.U. of the vitamin since he was 3 months old. 
Toomey and Morrisette ’ described a similar case, 
in which they noted cortical thickening of the long 
bones. Dickey and noticed tender swel- 
lings and cortical hyperostoses in a girl, aged 3 years, 
who had had at least 400,000 I.v. of vitamin A daily 
for about 18 months. RoTHMAN and LEon’s ® patients 
—a boy aged 14 months and a girl aged 22 months— 
had had about 120,000 1.v. daily for at least a year. 
A further 10 cases have been recorded.1°412 > In 
every proved case of such poisoning there has been a 
latent period of at least 6 months, and usually it is 
longer than a year. When the condition is acute ? !° 
the clinical manifestations are transient malaise, 
headache, giddiness, nausea, and vomiting ; but the 
sequels of chronic poisoning are much more severe 
and persistent. Sometimes pediatricians have been 
unaware of the excessive intake until some time after- 
wards ; and meanwhile the disorder has been mistaken 
for infantile cortical hyperostosis..* The earliest 
manifestations are anorexia, pruritus, and irritability 
—symptoms so common in children that their signifi- 
cance may be overlooked. Later signs are yellowish 
pallor ; sparseness or coarseness of the hair ; tender- 
ness over the long bones, followed by swellings and 
limitation of movements ; dry, scaly lips with bleeding 
fissures and angular excoriations ; erythematous dry 
skin ; hepatomegaly, rarely with splenomegaly ; and 
a raised level of vitamin A in the blood. In diagnosis 
great significance should be attached to tender 
swellings of the forearms or legs in an irritable, pale 
child with anorexia, pruritus, and possibly dry skin 
or cracked lips. The swellings are most common on 
the forearms (perhaps owing to trauma); they are 
never hot or cedematous; they are always firmly 
attached to deeper structures. Radiography shows 
one single layer of periosteal proliferation, occasionally 
irregular in outline, underneath the tender swellings ; 
there is no undue thickening, and no lamellation 
(which is present with infantile cortical hyperostosis). 
Hyperostoses of two or more long bones have been 
identifiable in all cases since TOOMEY and MorRIsETTE? 


4. Moore, T., Wang, Y. L. Biochem. J. 1945, 39, 222. 
C. L., Wolbach, 8. B., Maddoch, 8S. J. Nutrit. 1949, 


. Toomey, J. H., Morrisette, P. A. Jbid, 1947, 73, 473. 
. Dickey, L. B., Bradley, E. J. Stanford med. Bull. 1948, 6. 345. 
9. Rothman, P. E., Leon, E. E. Radiology, 1948, 31, 368. 
10. Caffey, J. Pediatrics, 1950, 3, 672. 
11. Fried, C..T., Grand, M.J.H. Amer. J. Dis. Child. 1950, 79, 475. 


12. Woe. T. C., Carabello, C. A., Fletcher, M. E. J. Amer. med. 
Ass. 1950, "144, 304. 
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first described this sign. The sites most commonly 
affected, in decreasing frequency, are: ulna, meta- 
tarsals (with the exception of the first), clavicle, femur, 
tibia, fibula, and ribs. 

According to Carrey,!°® vitamin-A poisoning has 
only two features in common with infantile cortical 
hyperostosis—namely, cortical hyperostoses and tender 
soft-tissue swellings. Infantile cortical hyperostosis 
has always made its appearance during the first 
4 months of life (in one case it was present on the 
first day), whereas the effects of excessive vitamin-A 
intake have never been recognised before: the 12th 
month. No examples of either condition arising 
between the 5th and 11th months have been recorded. 
In every case of infantile cortical hyperostosis yet 
reported, the face, jaw, and especially the mandible 
have been thickened, whereas in no reported case of 
vitamin-A poisoning have these parts been involved. 
Metatarsal hyperostoses have been present in every 
case of vitamin-A poisoning in which the feet were 
examined radiologically ,*but in only one case of infantile 
cortical hyperostosis. The blood vitamin-A level is 
apparently normal in infantile cortical hyperostosis. 
Fever is the rule in infantile cortical hyperostosis, but 
it is absent in vitamin-A poisoning, apart from 
transient fever due to intercurrent infection. Dramatic 
recovery—within 7-10 days of the cessation of exces- 
sive intake—is characteristic of vitamin-A poisoning, 
though the disappearance of radiological signs and 
restoration of normal vitamin-A level in the blood 
may take many months; in contrast, the clinical 
course of infantile cortical hyperostosis does not 
change rapidly. 

The mechanism of vitamin-A toxicity is unknown. 
Davirs and Moore !* showed that in animals symp- 
toms depend not on the total amount of vitamin A 
in the body, but on the ingestion of amounts 
large enough to outstrip the ability of the liver to 
remove this substance from the circulation for storage. 
JosEepus ® described the case of an infant, aged 8 
months, who received 500,000 1.v. of vitamin A daily 
for 4 months without any toxic symptoms or rise 
of the blood-level. Possibly impaired absorption of 
the oily solution of the vitamin during early infancy 1° 
may partly account for the absence of toxic symptoms 
in young babies receiving excessive amounts. On the 
other hand, hepatomegaly with increased serum 
alkaline-phosphatase (which is found with impaired 
liver function) has been present in nearly all cases ; 
and not only absorption of the vitamin from the 
bowels but also its release from the liver depends on 
normal hepatic function.® Frrep and Granp™ 
demonstrated hepatic dysfunction in both their 
patients. The symptoms were not, it seems, due to the 
vitamin D associated with vitamin A in the fish-oil 
concentrates. The symptoms caused by excess of 
vitamin D are distinctive ; and furthermore TOOMEY 
and MorrisErre reproduced the clinical picture of 
vitamin-A poisoning by administering the pure vitamin. 

No case of vitamin-A overdosage has so far been 
reported in this country, but now that we are aware 
of American experience an occasional case may come 
to light. 
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Methonium and 


EARLY reports leave no room for doubt that the 
methonium compounds are the most powerful hypo- 
tensive agents yet developed.!?% 
with these as with most other drugs potency is 
matched by toxicity; the effective dose is often 
uncomfortably close to that which will do harm, and 
the right dosage has to be discovered afresh for each 
case. Furthermore, experience is still too short for 
clinicians confidently to select the patients who will 
benefit by sustained reduction of blood-pressure. 

Methonium can be given either by mouth or by 
parenteral injection; but most workers, including 
Professor Smirk, who wrote last week (p. 346), and 
Dr. FRANKEL, whose letter appears in this issue, 
now think that oral administration is less satisfactory. 
At least in the early stages of treatment, the patient 
should preferably be treated in hospital. Smirk 4 
gives a trial dose of 15 mg. subcutaneously with the 
patient sitting up in bed, and then records the 
blood-pressure every ten minutes. Thereafter the 
dose is gradually increased, with injections two or 
three times a day. At first habituation is rapid ; 
but after a few weeks some 200-250 mg. will usually 
produce a constant effect. The best method of 
assessing the result of each dose has to be decided 
by trial in every case; but normally, the effect, 


which is maximal about forty minutes_after the 


injection, is best judged with the patient sitting up 
or, if he is ambulant, standing. The aim is to secure 
a fall in blood-pressure to about normal, anyhow at 
the height of each dose’s action, without evoking 
side-effects. These side-effects, due to postural 
hypotension or blocking of autonomic ganglia, include 
faintness, dizziness or syncope, and dryness of the 
mouth, anorexia, nausea, abdominal distension, con- 
stipation, and mistiness of vision. Postural symptoms 
may be averted if the patient avoids standing still 
for any length of time—as, for example, in a queue— 
and if the foot of his bed is raised at night. Once 
present, such symptoms can be countered by the 
patient contracting his abdominal muscles, walking 
about, or lying down with the foot of the bed raised ; 
if need be, ephedrine, adrenaline, or noradrenaline 
may be injected. _ With continuing treatment. ill 
effects tend to become less troublesome, and it is 
usually possible to arrive at a dosage that is effective 
without causing more than very slight discomfort. 
Indeed, Smrrk’s patients are taught to give themselves 
regular injections in the same way that diabetics 
inject insulin. The action of these compounds is 
enhanced by a low-salt diet; and so is the risk of 
bromism.°® 

What of the risks of lowering the blood-pressure ? 
These are still not clearly defined; but coronary or 
cerebral thrombosis may be precipitated in patients 
with advanced arteriosclerosis, and where renal func- 
tion is impaired caution is clearly necessary. TURNER, 
who has outlined some of the dangers,’ suggests in 
his letter this week indications for using these com- 
pounds. Until experience is greater, most workers 
will probably be content to limit their application to 
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severe cases (for example, malignant hypertension and 
hypertension with left ventricular failure) ; to short- 
term disorders (such as toxemia of pregnancy); to 
dangerous episodes (hypertensive encephalopathy) ; 
and to the relief of troublesome symptoms, such as 
headache, due to hypertension. Only a long and 
carefully controlled trial can tell whether methonium 
may reasonably be given to the youngish patients 
with benign hypertension, with a view to postponing 
cardiovascular or renal lesions. 


“Prospect of War” 


As soon as he steps outside his own field, the expert 
ceases to speak with professional authority. For this 
reason CARR-SAUNDERS and Witson,! recommend 
the professions to abstain from pronouncements 
on the larger moral issues. Lawyers, they say, 
should remain corporately silent on the ethics 
of capital punishment, and doctors on the ethics of 
euthanasia ; for, as a body, they are no better qualified 
than other citizens to distinguish right from wrong. 
On this view, no occupational group, except perhaps 
the Church, is entitled to advise the nation on how 
it should now face the risk of war ; for no such group 
is a recognised authority on the relative morality of 
aggression, resistance, and submission. Admittedly, 
expert opinion on matters of expediency may be 
acceptable; and, just as the medical profession 
could properly explain that euthanasia has its practical 
inconveniences, it could properly describe the technical 
difficulties of tending the casualties of a new war. 
But the expert’s function, it is said, is to provide 
information quite objectively and only when asked 
to do so. The structure of our specialised society 
demands that the cobbler shall stick to his last ; 
and if a particular cobbler or doctor becomes con- 
vinced that euthanasia, or a large Navy. or friendly 
letters to the Kremlin, are what is now needed, he 
should write to his M.P. about it, as an individual 
citizen, not as a professional man. 

Sound up to a point, this doctrine could easily 
encourage excessive specialism; and we certainly 
do not think it should be allowed to narrow the scope 
of intraprofessional discussions. THE LANCET has 
always regarded medicine as a very wide subject, 
and we shall continue to publish articles showing how 
the work of doctors influences and is influenced by 
the activities, ideas, and policies of other people. 
Though we no longer emulate the catholicity of our 
early issues, we see no reason to pretend that doctors 
practise in a professional vacuum or are the better 
for restricting their vision. Thus, at a time when 
everybody is profoundly affected by preparations 
for or against a possible war, we have thought it 
both permissible and right to allow expression of 
opinion to those of our colleagues who believe that 
the profession—though it may be no more than a small 
occupational group in the larger community—can 
make some special contribution to the attainment of 
peace. The selection of letters published in the past 
few weeks under the heading “ Prospect of War ” 
reveals three reasons why doctors, as such, might 
claim a hearing on this subject. The first is that, 
by tradition and training, they accept a super- 
national moral code which bids them help enemy 
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and friend alike. As the noblest of hospital mottoes 
has it, Nihil humanum a me alienum puto ;. and it is 
in this spirit that a correspondent bids the profession 
formally declare its neutrality in the internecine 
strife of men and rededicate itself to the service of 
all. Secondly, by tradition and training, we are not 
only humanitarians but also scientists, who should 
think objectively and take a very long view. As 
biologists we know that the differences between 
nations are transient and trivial compared with their 
common interests; we regard mutual aid as more 
important to human progress than the struggle for 
existence ; and we recognise that the basic need is to 
tolerate and coéperate, not to condemn and destroy. 
Thirdly, through the care of sick minds we have 
gained at least a little insight into the mental disorders 
that lead people to hate and fight each other. Have 
we not learnt enough already to urge our leaders to 
beware of their emotions ? Fear on the one hand, and 
anger on the other, are evil counsellors. 

These are reasons why dostors might think them- 
selves qualified to make some corporate effort to 
deflect mankind from war. But our correspondents 
give few signs of the necessary unity among them- 
selves. In the past decade many kinds of scientists 
have become anxious about the social implications of 
their work ; and, just as the atomic physicists might 
decide that, whatever the cost to their own countries, 
they would no longer devise instruments of destruc- 
tion so the medical profession might declare that, in 
obedience to its higher code, it would take no part 
in military operations or civil defence. But in fact, 
since most doctors, like most scientists, are citizens 
first and moralists second, only a tiny minority 
would feel justified in taking direct action of this 
kind against the rest of their community. Unless 
they are prepared to do this, the duty of doctors 
is plainly to give—and give freely—whatever expert 
help may be asked of them; for the very natural 
loathing of modern war felt by all civilised people 
does not by itself excuse any of us from answering 
the Government’s call to aid in defence. The know- 
ledge that another war might be disastrous to all 
concerned is now very widely spread ; but no response 
to peril is more futile than to rend one’s raiment and 
utter cries of woe. We can act in one way or we 
can act in another; but we should try to be clear 
about what we are doing. Those who feel, with 
much reason, that what is above all necessary is to 
refrain from any action that promotes a war mentality 
should ask themselves whether in the last resort 
they are not depending on the defence measures taken 
by other people. It is one thing to base non- 
coéperation on a moral principle that nothing will 
shake, but quite another to base it on one’s personal 
estimate of a political situation. 

Those who hold that the medical profession, as 
such, can advise its fellow citizens on the pre- 
vention of war have yet to explain what acceptable 
advice we humanitarians, biologists, and psychiatrists 
could offer without impertinence to a people who, 
though resolved not to submit to force, aré almost 
as slow to wrath as they have been slow to arm. 
If it turns out that, for all the sincerity of their 
convictions, the advice our colleagues want to give is 
primarily political, they must give it as citizens and 
not as doctors. 
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Annotations 
PEPTIC ULCER IN OUR TIME 


“In the nineteenth century it was commonly believed 

that cooks and bootmakers were the most frequent sufferers 
from gastric ulcer, the theory being that cooks injured their 
stomachs by continually tasting hot and irritating foods while 
bootmakers pressed their stomachs against the boots on which 
they were working. In the twentieth century opinion has been 
united in rejecting this belief, if in nothing else. . 
Having thus cleared the ground, a Medical Research 
Council report ! sets out the results of a study—under- 
taken at the suggestion of Dr. F. Avery Jones, and 
sponsored by the council’s Industrial Research Board— 
of occupational factors in the xtiology of gastric and 
duodenal ulcers. 

A Peptic Ulcer Coérdinating Committee, under the chair- 
manship of the late Prof. J. A. Ryle, and with Dr. Joan 
Faulkner as secretary, included Dr. G. R. M. Cordiner, 
Dr. C. M. Fletcher, Dr. H. Gainsborough, Prof. A. Bradford 
Hill, Prof. R. E. Lane, Dr. W. R.S8. Doll, and Dr. Avery Jones. 
The last two, with the help of Mr. M. M. Buckatzsh, have been 
responsible for writing the report. 

Uleers have been becoming commoner in hospital 
practice since the first world war, and according to a 
survey made in 1948 account for 10% of all adult admis- 
sions. The committee found, from a review of published 
work on the subject, that it is generally agreed that 
transport workers are likely to have ulcers, and that 
rural workers, clerks, and sedentary workers are less 
prone to them than industrial workers and labourers. 
But—apart from some figures relating to gastric ulcers 
among the fishermen of northern Norway—the statistical 
basis of most of these conclusions was “‘ not such as to 
justify confidence being placed in them”; so the 
committee started on a fresh survey. 

The types of occupation chosen for study included 
scientific research, light engineering, glass manufacture, 
goods transport, passenger transport, civil service, 
hospital service, food marketing, the service and prepara- 
tion of food, paper manufacture, and agriculture. Firms 
and works’ councils proved codperative, and a list of 
employees was obtained from each firm or employer. 
Those on the lists were seen first by a social worker, on 
whose report they were grouped under the headings : 
dyspepsia,’’ ‘“‘ minor dyspepsia,’ and ‘* major 
dyspepsia.”’ A doctor then saw all those with major dys- 
pepsia, and—as controls—10% of those with minor 
dyspepsia and no dyspepsia. These controls numbered 
474, and only 2 of them proved to have peptic ulcers. 
The social worker saw in all 5951 men and women; and 

1284 of these were referred for interview as cases of major 
dyspepsia. Ulcer was regarded as proved if a positive 
diagnosis had been made radiographically or at operation, 
or if the patient had had hematemesis or meleena. The 
incidence of ulcer among 4871 men was 65%; and 
among 1080 women, 7%. The total number of ulcers 
among women was so small that most of the rest of the 
conclusions were drawn only from men. 

The incidence varies with age, rising to a maximum 
of 9-6% in men aged 45-54 and then decreasing. Gastric 
and duodenal ulcers differ in age of onset, the expectation 
of gastric ulcer being greatest between 35 and 64, while 
the expectation of duodenal ulcer is greatest, and 
constant, between 20 and 64. No gastric ulcers were 
diagnosed under the age of 25. The ratio of gastric to 
duodenal ulcers in men was 1: 2-2; but the ratio rose 
progressively with increasing age and with descent in 
the social scale. The highest ratio was 1: 1*2 over the 
age of 45 in the Registrar- “General's social classes 1v and V. 
In studying occupational difficulties the committee 
classified the men into 20 different groups; and the 
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numbers of ulcers in group was calculated 
from the figures for the whole survey, age being taken 
into consideration. <A significantly high incidence was 
found among doctors working in hospitals (15°, instead 
of the expected 6-9%); but this is believed to be due 
to more refined standards of diagnosis among doctors. 
If this is so, the committee point out, it must follow 
that the incidence in the general public is appreciably 
higher than estimated. There was also an unexpectedly 
high incidence among a group of unskilled workers (11% 
instead of the expected 4:99%%) ; but here the committee 


had reason to think they were dealing with an excess of . 


ulcer subjects who had sought out sheltered employment. 
Apart from these two groups, high incidences were found 
among foremen and business executives, and low inci- 
dences among agricultural workers and—possibly— 
sedentary workers. The theory that transport workers 
are specially prone to ulcer was not borne out: drivers 
of motor vehicles and bus conductors had the expected 
incidence. So did skilled engineering hands, electrical 
tradesmen, semi-skilled workers in these industries, and 
heavy manual workers. Irregular meals did not seem 
to have the baneful influence commonly attributed to 
them, but anxiety over work (not over home affairs) 
was more often complained of by those with proved 
duodenal ulcer than those with no dyspepsia, which is 
consistent with the view that men with the conscientious 


. type of personality are particularly liable to develop 


duodenal ulcer. Gastric ulcers are not found with 
greater frequency*-among the anxious, but they are 
related to social class, “being commoner ‘among the 
poorer than the well-to-do. The committee draw atten- 
tion to the deficiency of ulcers in agricultural workers, 
the social gradient of gastric ulcer, and the relation of 
anxiety to duodenal ulcer, as promising subjects for 
study. 
COCA-CHEWING 


‘I pon’? know whether to take a Benzedrine and go to 
the pore or a Nembutal and go to bed.’’ This is the 
issue before two young ladies depicted in the New Yorker. 
The ingenuity of our new chemical industries, ably 
assisted by advertising, is creating new habits in 
drug-taking. Meanwhile old problems still exist among 
many peasant peoples accustomed to a regular supply 
of drugs provided by plants and shrubs growing freely in 
the countryside. There are still large areas of the world 
in which many of the people have been life-long addicts 
to either opium or hashish or coca. These drugs have 
become part of the local way of life, and neither pharma- 
cologist nor sociologist can assess with accuracy the 
effects of such addiction on individuals or groups. 

Coca-chewing is practically limited to the Indian 
population living at high altitudes in the Andes; the 
habit is widespread among the inhabitants of the Alti- 
plano in both Bolivia and Peru. In our ‘“‘ Wider World ”’ 
series Dr. Passmore reported ! : 

“Many in the Altiplano chew coca leaves throughout the 
day and can accurately be designated cocaine addicts. It is 
widely supposed that coca enables a man to carry out hard 
work at high altitudes with greater efliciency, and makes 
him insensitive to hunger, but that in the long run it leads to 
serious breakdown in both mental and physical health. Yet 
many experienced observers, both lay and medical, doubt 
the accuracy of these views. I heard the opinion that coca- 
chewing was, like tobacco-smoking, a dirty habit, but had no 
serious effect on either health or working efficiency. State- 
ments both by individual observers and authoritative inter- 
national conferences have mostly been adverse to coca.” 


At the request of the governments of Peru and Bolivia, 
the Economic and Social Council of the United Nations 
appointed a commission to inquire into coca-chewing in 
all its aspects. The commission, who spent just under 
three months in Peru and Bolivia, have now published 
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that opinions differed widely both on the usual amount 
of coca chewed each day and on the amount of cocaine 
extracted from the leaves. Prof. Gutiérrez Noriega 
stated that the daily dose of leaves varied between 
10 and 100 g., with 30 g. as a mean value. The absorption- 
rate from the bolus was found to be 80-90%, and a 
common daily dose of cocaine was 0:2 g. The leaves are 
usually mixed with some alkaline substance, such as 
quicklime or ashes obtained from burning grain; this, 
it is thought, increases the extraction-rate. While the 
commission were clearly impressed by Professor Noriega’s 
views, they point out that other pharmacologists do not 
set the figures so high ; thus Prof. Aste Salazar estimates 
the daily absorption of cocaine to be usually no more 
than 0°005 g. The commission collected a bewildering 
variety of opinion as to the effect of chewing coca leaf ; 
but they boldly conclude that the harmful effects arise 
primarily from inhibition of the sensation of hunger, 
which leads to constant malnutrition. The habit also 
induces in some people undesirable intellectual and moral 
changes which hinder the chewer’s chances of improving 
his social and economic standards, mainly by reducing 
his capacity for productive work. 

The commission were fully convinced that the main 
cause of the chewing habit was poor nutrition. Coca- 
chewing offers escape from the misery of hunger; and 
where food is good, chewing stops. In many parts of 
the Altiplano present agricultural methods provide the 
peasants with a diet unsatisfactory in quality and often 
insufficient in quantity ; and ‘‘ the keynote of the whole 
action against chewing coca leaf can and must be the 
bettering of nutrition.’’ At the same time there are other 
important etiological factors, such as poor housing, 
general low levels of hygiene, and lack of education. 


VOMITING AFTER MORPHINE 


THE nausea and vomiting which sometimes follows 
the administration of morphine is usually ascribed to 
stimulation of the vomiting centre, and apomorphine, 
a closely related chemical compound, is the most powerful 
central emetic known. But it has been clearly shown 
that morphine vomiting largely depends on the position 
and movements of the body. Thus Lee * recorded nausea 
in 3% and vomiting in 2-6%, of patients given an injection 
of morphine when lying in bed, whereas Comroe and 
Dripps ¢ found that in people who were up and about 
the same injection produced nausea in 40% and vomiting 
in 16%, a finding that has often been confirmed in normal 
volunteers. It seems likely, therefore, that the vestibular 
activity accompanying body movement provides a 
suitable stimulus for a vomiting centre already made 
hypersensitive by the morphine. Rubin and Winston ® 
have tested this possibility in normal people by injecting 
each with 15 mg. of morphine sulphate and then stimu- 
lating their vestibular apparatus either by spinning them 
round or by syringing their ear with cold water. When 
the 14 volunteers were given a preliminary injection of 
saline solution as a control only one complained of nausea 
and vomited after vestibular stimulation, whereas when 
the same people were given morphine vestibular stimu- 
lation caused nausea in 10 and vomiting in 6—indeed, 
3 complained of nausea and 1 vomited before vestibular 
stimulation. 

As every seasick traveller knows, excessive vestibular 
stimulation can cause yomiting in normal people, and 
the action of morphine seems to be to sensitise the 
vomiting centre so that it responds to the usually ineffec- 
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ments. One would expect this effect to be counteracted 
by hyoscine and other seasickness remedies. Rubin and 
Winston found that the anti-histamine drug, ‘ Drama- 
mine,’ now extensively used in the U.S.A. for the 
prevention and treatment of all forms of motion sickness, 
does prevent the nausea and vomiting evoked by vesti- 
bular stimulation after morphine, whereas amphetamine 
has no such action. Other anti-histamine drugs would be 
worth trying for this purpose, and there may be some 
reason for continuing the traditional combination of 
hyoscine and morphine. Above all, however, it should 
be the rule never to give morphine to an ambulant 
patient—or hardly ever. 


THE DOCTOR’S FRIEND 


Any complaint made by a patient against his National 
Health Service doctor is heard by the medical service 
committee of the local executive council ; and in defending 
himself before this informal tribunal the doctor may, 
according to the regulation, have the help of some other 
person, ‘‘ provided that'no person shall be entitled in the 
capacity of counsel, solicitor or other paid advocate to 
conduct the case for any party by addressing the com- 
mittee or examining or cross-examining witnesses.” 

The London Medical Service Committee have lately 
had a slight brush with the Ministry of Health over the 
interpretation of this regulation. A solicitor who 
attended an inquiry with a doctor was observed to be 
making copious notes of the evidence, and the com- 
mittee, who knew that legal proceedings were pending, 
declined to permit him to remain. The solicitor appealed 
to the Ministry, which held that there is nothing in the 
regulations to prevent even a paid advocate appearing 
to assist his client or to take notes if necessary. The 
London committee, however, consider themselves a fact- 
finding committee which should not develop into a court 
“at which possibly counsel or solicitors would be appear- 
ing for both sides and would be prompting their clients 
to ask questions and cross-examine witnesses in much 
the same way as if the lawyers were conducting the 
examination themselves.’ They feel that the present 
regulation does not allow the committee enough dis- 
cretion as to who may appear to help a doctor (or patient) 
at a hearing and to what extent counsel, solicitor, or 
other paid advocate may seek to influence the course 
of their deliberations. To this end they suggest that 
the offending regulation be amended to read “ pro- 
vided that no person shall be entitled to appear in the 
capacity of counsel, solicitor or other paid advocate.’’ 
This would be a return to the wording of the old regula- 
tion governing this point of procedure in the old National 
Health Insurance committee. 

In Northern Ireland legal representation of the parties 
before a service committee is not prohibited, and it has 
been suggested that the same procedure should be 
adopted in England, Wales, and Scotland. But the 
British Medical Association and the professional protec- 
tion organisations have agreed that these investigations 
ought to be friendly and informal and not coloured or 
possibly frustrated by the introduction of legal advocacy 
which is appropriate to a court of law. Obviously the 
London Medical Service Committee also agree with this 
view, but they seem to have misconceived the underlying 
difficulty. The effect of their amendment would be to 
give the service committee power to forbid the attendance 
at the hearing of any persons other than (i) the com- 
plainant and the respondent doctor with their witnesses 
(if any) ; (ii) the secretary or other duly authorised officer 
or member of the local professional committee concerned 
(who might incidentally himself be a barrister or solicitor 
and in any case could take “ copious notes’’); and 
(iii) such officers of the council as may be appointed for 
the purpose (who might also be lawyers). There will 
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be many cases where either the complainant or respondent 
is nervous, or deaf, or does not speak English fluently, 
when someone to assist in the presentation of his case 
would be helpful to the committee. Again both parties 
have the right to appeal against the findings of the 
committee and the subsequent decision of the executive 
council. Such an appeal is in fact a rehearing, but 
accurate and detailed notes of evidence given at the 


original hearing may be essential in deciding whether 


there are grounds for appeal or not. 

Several questions arise. Who can take notes so well as 
a lawyer—unless it be some other paid advocate ? 
Can the chairman of the committee, who is not neces- 
sarily a lawyer, decide whether a person assisting in the 
presentation of the case is a “ paid advocate ”’ or not ? 
Does the London Medical Service Committee appreciate 
that it is the doctor who is the ‘‘ accused,’”’ and that the 
complainant has nothing to lose whatever the outcome 
of the inquiry? These and other questions should be 
answered before the existing regulation, which has 
apparently worked well, is amended. 


FLUORIDE AND CARIES 


Since the importance of the fluorine-caries relationship 
was first appreciated numerous studies have been 
undertaken, notably in the U.S.A., to discover whether 
artificial fluorination of drinking-water will reduce the 
amount of dental caries. It has been shown that, with 
a fluoride concentration in the drinking-water of 1-1-5 
parts per million, the incidence of caries during the 
formative period of the teeth may be reduced by as 
much as 65%. In 1945 three investigations into the 
value of artificially fluorinated drinking-water were 
started in the U.S.A. and Canada; and the results of 
one of these studies—at Grand Rapids, Michigan—have 
now been evaluated.! 

At Grand Rapids 1 part of fluoride per million was 
added to the public water-supply, which previously had 
been fluoride-free. Analysis of the dental examinations 
in 1949 showed a considerable reduction in dental caries 
compared with the rate in 1944 and 1945; and this 
reduction was most pronounced in the younger age- 
groups, whose dentition was largely calcified after the 
fluoride was added. It will be of interest to see whether 
the improvement is maintained. In this country Weaver ? 
has shown that the effect of fluoride on the forming 
teeth, relative to caries resistance, seems to be some- 
what evanescent ; and that children with a previously 
low caries-count may in later life acquire more caries 
and have an average count despite the early and marked 
effect of fluoride. That fluorination affords more than 
temporary benefit has still to be proved. 


ULTRASONICS IN TREATMENT 


SOUND-WAVES with frequencies between 16 and 30,000 
cycles per second are audible to the human ear; but the 
frequency can be increased far beyond this range, and 
then the waves, being no longer audible, are termed 
ultrasonic. That such ultrasonic waves can be produced 
by the relatively simple phenomenon of piezo-electricity 
has long been known; and with the impetus of war 
this knowledge was swiftly extended. 

The medical application of ultrasonics has been 
investigated mainly 'in Germany and Austria. The 
energy of ultrasonic waves can largely be converted to 
heat ; and many effects produced by these waves can 
be attributed to the heat which is generated. They can 
emulsify immiscible substances; but they can also 
reverse the process, for cumulative doses can demulsify. 
Clinically, they are known to cause, in certain circum- 
stances, oxidation and depolymerisation. Their effects 


on living cells are very varied, extending from the 
known effects of heat to cavitation and vacuolation. 
The claims for their effect in treatment, however, seem to 
reflect enthusiasm for a new-fangled method rather than 
any encouraging accurate scientific observation. One is 
reminded of the claims made for short-wave diathermy 
when this was first introduced as a therapeutic agent, 
before it was recognised as fundamentally a form of 
heat treatment. The conditions in which good results 
have been claimed for ultrasonics range from pros- 
tatic enlargement to otosclerosis; and much work 
has been done on the use of these waves in neoplastic 
conditions, without evidence of benefit. Schliephake * 
claims that the field in which ultrasonics are going to 
be most useful is that of the ‘“‘ rheumatic’”’ diseases ; 
but he does not define their indications or compare 
the effect of ultrasonics with that of more established 
procedures. 

An objective article by Nelson and his colleagues 4 
shows the pitfalls which beset those ardently advocating 
a new physical agent such as this.. There seem to be 
few, if any, conditions which are not still better treated 
by other means. In England the Ministry of Health 
has wisely limited the provision of ultrasonic emittors 
to certain hospitals, where critical physical and clinical 
trials are being carried out. 


DEPARTMENT OF HEALTH OF EIRE 


DurinG the union Ireland, unlike Scotland, had no 
special department of health, but was subject to the 


‘same code of laws as England and Wales,. except that 
- Ireland was specially excluded from part of it. So on its 


formation the State of Eire took over a system of State 
medicine identical in theory with that of England and 
Wales, which it administered through a department of 
local government and public health, corresponding 
roughly to our deceased Local Government Board. 
In 1947 the government set up a new department of 
health to deal exclusively with health matters, and 
passed a comprehensive Health Act which fixed for 
Eire a form of health legislation somewhat comparable 
to that of England and Wales before the National Health 
Service Act of 1946. The Eire code of State medicine 
follows in the main the English code, but it departs 
from it in many details which are of great interest to 
students of the political and social aspects of medicine. 

The first report of the department of health of Eire 
covers the years 1945-49, but some of the statistical 
tables go back to 1925, and that of tuberculosis and 
cancer death-rates to the beginning of the century. 
Progress in health has been less than in Great Britain, 
for the disturbed state of the country between the two 
wars was a great hindrance to development. Eire is 
developing a national health service ; but this will 
not be developed along the lines of our National Health 
Service Act. A notable achievement was the Mental 
Treatment Act of 1945, which gave to Eire an improve- 
ment on our Act of 1930. There is much to be learned 
from the growth of State medicine in Eire. 


THE British Medical Association has decided that it 
will not after all be able to take part in the joint meeting 
with the Medical Association of South Africa which was 
to be held at Johannesburg in July, ‘‘ as an assurance 
cannot be given that all members of the British Medical 
Association will be free to enter South Africa.”’ All will 
regret that the policy of the South African government 
has necessitated this decision ; but we are glad that the 
profession in both countries has refused to compromise 
with the exponents of racial prejudice. 


1. Dean, H. T., Arnold, F. A., Jay, P., Knutson, J. W. Publ. Hlth 
Rep., Wash. 1959, 65, 1403. 
2. Weaver, R. Proc. R. Soc. Med. 1948, 41, 284. 


3. Schliephake, E. Brit. J. phys. Med. 1950, 7, 152. 


4, Nelo te Herrick, J. F., Krusen, F. H. Arch. phys. Med. 
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In the later years of the 1914-18 war, the Ministry 
of Pensions became responsible for the supply of 
artificial limbs—and duplicates—to all pensioner ampu- 
tees, and for maintaining the limbs in good fit and 
mechanical repair for the remainder of the patient’s life. 

This was a revolutionary step not hitherto attempted 
in any other country, and it gave a unique opportunity 
to the group of limb surgeons formed by the Ministry 
of Pensions. They were able to study an immense 
bulk of clinical material over a long period ; from their 
observations they could decide what was the ideal 
stump for limb-wearing at each site of amputation ; 
and in so doing they could assist limb manufacturers 
in the evolution of the modern British prosthesis. In 
no other country, until very recently, did doctors concern 
themselves directly with the art of limb-fitting and 
collate and study the results obtained, and this profes- 
sional interest may well be a cause of the acknowledged 
British supremacy in this field. 

The experience and knowledge gained by the Ministry’s 
medical services in the treatment of war pensioners 
led to the extension of their work to civilians, and 
arrangements were made to permit this through the 
good offices of the governors of Roehampton (Queen 
Mary’s) Hospital. In the inter-war years the limb 
service was much in demand by some of the railway 
companies and by many charitable organisations and 
local authorities. During the 1939 war its work was 
increased by the schemes initiated by the Ministry of 
Labour for providing limbs for civilian amputees who 
needed them for return to work, and by the 1944 Educa- 
tion Act which enabled education departments to use 
the service for children of school age. 

From the outbreak of war until 1948, the Ministry 
of Pensions limb service bore the brunt of the supply, 
repair, and renewal of all artificial limbs required in this 
country for war casualties, past and present, working 
not only for the British Forces, but also for those of 
some of our Allies. During this period 72,308 new 
limbs were ordered, including duplicates and renewals, 
and the Ministry’s limb surgeons made 206,580 
examinations, 


HOW THE SERVICE WORKS 


In 1939 the Ministry’s limb service consisted of 19 
limb-fitting centres situated at selected points throughout 
the country. All were modelled on the centre at Roe- 
hampton, which was the hub of the organisation, and 
besides the medical equipment they included workshops 
and fitting-rooms for the manufacturers of artificial 
limbs. Each centre was a complete unit staffed by 
medical and technical experts with every facility for the 
supply and maintenance of the prosthesis. The highest 


standard of workmanship, design, and material was, 
and still is, secured by a team of technical inspectors. 

The routine of supplying a patient with a limb is 
not very different from that of the general hospital 
outpatient department. The amputee is called by letter 
of appointment, and when he arrives he is taken to the 
limb surgeon for the prescription of the limb. With 
the prescription he passes on to the contractor. After 
some weeks, like any other patient, he receives his 
discharge and launches out from the limb centre fully 
ambulant on his artificial legs, or skilled in the use of 
an artificial arm. He is advised to report by post, 
on a form, any defect in the limb either from the fitting 
or mechanical aspect. On receipt of the form, the limb 
centre staff decide whether the patient must attend 
in person or whether, if only a mechanical repair is 
needed, the limb can be repaired and returned under a 
postal system. The postal system can be used only by 
patients who have a duplicate limb, but it has proved 
its value in saving patient’s time and avoiding abstention 
from work. From the beginning of the war till the 
end of 1945, 79,240 patients attended for repairs; a 
further 110,095 repairs were dealt with by the postal 
system. 

RESEARCH 


Every effort has been made over the years to examine 
and develop the constant flow of ideas from patients, 
manufacturers, and limb surgeons, and a fully organised 
research unit, with trained technicians and draughtsmen, 
under the charge of a limb surgeon who also has engineer- 
ing qualifications and experience, has been a feature 
of the Roehampton organisation for some years. This 
unit works in close collaboration with the limb-fitting 
surgeons throughout the country so that interchange of 
opinion between the clinical and technical side of the 
service is a recognised procedure. Among the many 
problems now being studied are the benefits of the 
suction-socket limb, which is retained on the stump 
without supplementary attachment to the body; the 
cause and treatment of pain in amputation stumps; 
the effects of amputation on blood-pressure; and the 
choice of disarticulation at the knee for elderly patients. 


THE LIMB SURGEON 


Having thus outlined the main fabric of the service, 
we can best give an idea of its intricacies by describing 
the duties of the limb surgeon. 

This officer is specially trained in the art and practice 
of limb-fitting. He first undertakes a course of instrue- 
tion at Roehampton covering the treatment and prepara- 
tion of the amputation stump for limb-wearing, and the 
recognition of individual idiosyncrasies in the amputee, 
the special needs of children, and the esthetic require- 
ments of women. He studies the methods of training 
in the use of limbs and the supply and use of appropriate 
additional appliances for the amputee with artificial 
arms. 


Methods of training in the use of artificial limbs inelude 
stump muscle re-education, remedial exercises to improve 
joint mobility and stump control, the acquirement of balance, 
and the development of confidence in the ability to wear 
the artificial limb. This entails the practising of everyday 
movements—such as, for a leg amputee, turning, stooping, 
sitting down, walking up and down stairs, and walking on 
a cambered surface and over rough ground. The arm 
amputee reaches the goal of occupational efficiency by training 
in the use of the various appliances. 


On completion of this course, which lasts from two to 
three months, the limb surgeon assumes responsibility 
for the continued rehabilitation of the amputee from the 
time the operating surgeon considers his work complete. 
In many cases this transfer of responsibility is decided 
in consultation between operating surgeon and limb 
surgeon. In the absence of this ideal arrangement, the 
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limb surgeon makes a detailed examination in order 
to assess (a) the functional value of the stump, and (b) 
the patient’s general physical and mental capabilities. 
This first contact is important, for on the proper briefing 
of the patient will largely depend his sense of confidence 
and his morale.. The limb surgeon then prescribes any 
treatment still required to render the patient fit to wear 
a limb. The stage at which limb-fitting commences 
is at his discretion. At the appropriate time he pre- 


‘seribes the prosthesis in detail, giving instructions as 


to the type of limb, whether of metal or wood, the 
method of suspension, and so on. The choice of 
prosthesis must depend on the physical condition of the 
patient, his mental outlook, his probable future occupa- 
tion, and even the climate and nature of the country 
in which he is likely to live. In special cases, the limb 
surgeon supervises the fitting at all stages, and in every 
case he is responsible for ensuring that the completed 
limb is satisfactorily fitted. 


EFFECT OF THE NATIONAL HEALTH SERVICE ACT 


When the National Health Service started in July, 
1948, a ready-made and nation-wide artificial limb 
service was already in operation and working smoothly. 
The limb service had supplied over 200,000 limbs to 
amputees from the Services, from industry, and from 
private and other organisations. It had acquired a 
world-wide reputation, and the Roehampton limb 


centre had become the mecca of all those visiting this 


country and interested in prostheses. The service 
was well qualified, therefore, to supply limbs to those 
needing them in the general population. The machine, 
already in motion, only had to be geared up to meet 


TABLE I--WORK OF THE LIMB SERVICE FOR THE N.H.S, 


Repairs New muti- 
t 


New New Repairs Surgeons’ 
Year legs 0 arms to arms, examina- 
ordered legs ordered | tions 
1948-49) 13,670 15,754 | 2291 245 1028 41,398 
1949-50! 14,297 21,952 | 2239 321 1647 61,279 
the imponderable demands likely to be made. A great 


variety of clinical problems suddenly streamed into the 
limb centres: ‘elderly amputees and children with 
congenital deformities mixed with the war-wounded 
and eventually outnumbered them. Table 1 gives some 
idea of the size of the problem set by these new civilian 
patients. 

Of the 27,967 new legs ordered for National Health 
Service cases in the past two years, 77% have been 
metal (‘Duralumin’), 22-99% wood, and 0-01% leather. 
In the light of these figures it is interesting to recall 
that Muirhead Little | wrote in 1922: 

“ The battle of the legs is still raging, and at the moment 
aluminium seems to be in the ascendant over wood and 
leather; it must be remembered, however, that the two 
latter have been exposed to a length and severity of proof 
to which it has not yet been possible to subject the 
former...” 

The increase of work after the appointed day was 
foreseen and appropriate dispositions made. Thirty-one 
additional limb surgeons had been trained and were posted 
to centres where large populations suggested there 
might be early and urgent requests for prostheses. The 
existing limb centres, both at Roehampton and in the 
provinces, were enlarged where necessary and several 
new centres were opened or put under construction. 
At Roehampton and Leeds, where the limb centre is 
at a Ministry of Pensions hospital, arrangements were 
made for the allocation of a number of hospital beds 
for civilians who were in need of further stump treatment, 


1. Artificial Limbs and Amputation Stumps. London, 1922. 
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TABLE Il—REVIEW OF 81 PATIENTS OVER 65 YEARS OF AGE 
ADMITTED TO QUEEN MARY’S HOSPITAL, ROEHAMPTON, FOR 


LIMB-FITTING OR WALKING-TRAINING 


Result of fitting and training 


Total 
Satisfactory, Failure Death | Incomplete 
65. 70 2 9 1 4 
70-75 10 6 2 2? 20 
10 7 0 3 20 
over 30 4 1 0 1 6 


Satisfactory = Regular use of prosthesis for at least three 
months after completion of walking instruction. 

Failure = No use made of prosthesis after walking-training or 
attempted training. 

Incompleted = Limb-fitting or walking-training not vet complete 
or 3 months not yet elapsed after termination of training. 

These figures represent only those elderly patients whose admission 
to hospital was essential. 
more advanced rehabilitation, or 
care in the fitting of a limb. 

It is an axiom that the limb surgeons’ work is irrevoe- 
ably linked to the capacity of the manufacturers to 
produce limbs, and unfortunately the supply of limb- 
fitting technicians, whose training is a lengthy and 
difficult affair, has not kept pace with the demand for 
artificial limbs. For this reason some delay in the 
supply of new limbs has been inevitable, but this is now 
being steadily overcome. 

The new régime has brought no fundaniental change 
But the consciousness of widening responsi- 
bility has sharpened. Greater attention than formerly 
has been paid to the principle that the greatest benefit 
to the patient is most likely to accrue from joint consulta- 
tion. To this end steady and successful efforts have 
been made, and will continue to be made, to create a 
firm liaison, founded on mutual respect, between the 
orthopedic surgeon and the limb surgeon. 


EXPERIENCE OF THE PAST TWO YEARS 
The Elderly Civilian 

To the limb surgeon of the Ministry of Pensions, 
accustomed to the supervision of the patient from the 
earliest possible moment—often from the moment the 
decision to amputate was taken—it has been disquieting 
to find patients at the limb centres, certified as fit for 
limb-fitting, who cannot stand on the sound leg or even 
use crutches. Again, patients in whom exercise toler- 
ance is so impoverished that their prospects of training 
are negligible have come with requests for artificial 
limbs. It cannot be too strongly emphasised that such 
a patient has no prospect of walking on a prosthesis 
with safety. The risk of collapse during the severe 
physical effort and mental strain of learning to walk 
on an artificial limb is very real in elderly patients, 
and deaths have occurred (table m). 

To convince patients that the prospects of walking 
are remote and the risks are great is well-nigh impossible 
when operating surgeons have earlier implanted an 
over-sanguine and self-sufficient attitude. The need 
to encourage the prospective amputee to help him 
overcome his apprehension and revulsion at the thought 
of amputation is paramount; but when dealing with 
elderly and enfeebled cases, whose prosthetic success 
is clearly problematical, encouragement as to future 
limb-wearing should be given with the utmost reserve, 
with a leaning toward the greater possibility of a wheel- 
chair. If, later, limb-fitting is found to be possible 
without undue risk so much the better for the morale 
and the contentment of the patient. 


special study and 


Single Amputees 
Tables m1 and Iv give the results of a survey of a 
random sample of 1658 lower-limb single amputees and 
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TABLE IJI—CAUSES OF SINGLE LEG AMPUTATIONS AND AGE- 
INCIDENCE IN 1658 PATIENTS 


| 
| 
| 


| a o | 
8 
8) 8| g 
| | @ > | 

Under 11 | 12 7 ia 2/1 51! 0 6 | 43 | 88 
11-20 38 | 15 } 22 | Be | 
21-30 | 69 | 34 4) 19 | 21 | © | 33 | 75 |255 
31-40 127 39 9 | 28 | 34 4 |} 42 | 99 |382 
41-50 99 | 41 | 16 | 23 | 66 £1 48 | 61 |350 
51-60 87 | 16 1 16 | 70 | 15 | 39 | 38 |2982 
61-70 | 34 | 22 0 146] 1-436 | 37. 


287 upper-limb single amputees classified according 
to age-groups and cause of amputation. 


Double Amputation 


The incidence of double amputations of the lower 
extremity is higher in civilian practice than among 
war amputees. These amputations are largely caused 
by cardiovascular disease accompanied by varying 
degrees of debility. Limb-fitting, when possible, is a 
longer process calling for patience, stoicism, and deter- 
mination from the patient. The double above-knee 
amputee makes his first steps on short peg-legs upon 
which balance is learned while there is but a short distance 
to fall. In this way confidence is acquired, flexion 
deformities are reduced, and general physique improved. 
From these pegs, the more promising may graduate in 
time to full-length legs after a further period of training ; 
the whole process may take upwards of a year to com- 
plete. If patients were told of these prospects from the 
outset, much of their impatience, which reacts so 
strongly against their coéperation during the early 
tedious stages, would be forestalled. 

Table v shows the age-incidence of double leg and 
double arm amputations. 


Malignant Disease 

Young patients, who have been amputated for 
malignant disease are in a different category. Despite 
the doubtful prognosis it is considered inadvisable to 
withhold a prosthesis until the risk of secondary deposits 
ean be excluded. To do so would be equivalent to 
informing the patient of the diagnosis. It is the practice 
to prescribe a limb for these patients at the earliest 
opportunity and to begin at once the fullest course of 
training consistent with the patient’s general condition. 
The prognosis is so clouded—many survivors living a 
great number of years—that this policy is considered 
fully justified despite the disappointment of some early 
deaths. 


TABLE IV—CAUSES OF SINGLE ARM AMPUTATIONS AND AGE- 
INCIDENCE IN 287 PATIENTS 


| 
| 


| | | | | 

| 
Under 11 | 5 0 | 31 
21-30 |33 | 0 | 8 | 0 | 0 | 0 2 | 8 | 
imiel slit isa 
51-60 14 0 2 1 
61-70 2 0 1 1 1 | 0 ee ae 7 
Over 70 0 0 0 | 0 0 0 0} 0 0 


PSYCHOLOGICAL REHABILITATION 


Successful rehabilitation of the limbless depends 
upon the correct psychological approach from the time 
of amputation onwards. The loss of a limb is a severe 
psychological trauma followed by anxieties and mental 
disturbances of varying types depending upon the 
personality of the patient. Some compensation can 
be offered by explaining to the patient how much he 
can still hope to do, at the same time indicating activities 
which must be curtailed. He should be impressed with 
the fact that every amputee can be a useful member 
of society and that the loss of a leg or legs does not 
foreshadow crippledom. 

Arm amputees should be encouraged to use their 
stumps at the earliest moment after amputation and 
thus develop the idea that the stump will be a useful 
member. All amputees want to be independent and 
they should not be frustrated by too much unnecesary 
assistance, which easily tends to convince them that 
they really are cripples. An amputee should be allowed 
to help in the hospital ward. If he has lost a leg he 
should be encouraged to get about soon on crutches. 

Suitable stump exercises and correct bandaging should 
be begun as soon as possible, and the patient should 
be told that by conscientiously carrying out his treatment 
he will obtain a limb the sooner. 

Training in the use of a limb, especially an artificial 
arm, is most effective when carried out in a limb centre. 
Not that any revolutionary methods are adopted, but 
rather that the stimulus to the amputee of being trained 


TABLE V—AGE-INCIDENCE IN 128 DOUBLE AMPUTATIONS 


Age in years Double leq Double arm 

Under 11 12 2 
11-20 14 1 
21-30 20 3 
31-40 16 1 
41-50 31 1 
51-60 = 22 2 
61-70 ae 3 0 
Over 70 ae 0 0 


with others similarly disabled, and. by those who have 
specialised for years in the training of the limbless, has 
proved so valuable as to be almost indispensable. The 
instructors moreover, are all trained in artificial limb 
design and fitting and have long experience of the 
exertions entailed, and can temper their demands upon 
patients according to their knowledge. Again, during the 
training period, small adjustments to the fit of a socket 
are often found necessary, and in the limb centres the 
contractors’ fitters are available to carry out these without 
retarding the training. Full details of training methods 
have recently been published by the Ministry of Pensions.? 

Arm-training can only be given in a properly equipped 
arm-training school, whose instructors are themselves 
arm-wearers. Unless purely cosmetic function is required, 
which is rare, the provision of an artificial arm without 
training is a waste of time and money. 


CONCLUSION 


The most important lesson of the past two years’ 
experience of artificial limb supply is that the closest 
liaison between the orthopedic surgeon and the limb 
surgeon is an indispensable prerequisite to complete 
rehabilitation of the amputee. 

This collaboration should be engaged at all stages, and 
consultation should, where possible, take place before 
amputation. It can be fostered by more frequent requests 
from the orthopedic surgeon to the limb service for 
joint discussions and by fuller recognition of the diffi- 
culties with which limb-fitting and rehabilitation abound. 

The limb surgeon must recognise that both the amputa- 
tion and the resultant it stump are but one © aspect of a 


2. Ministry of Pensions: : Rehabilitation following Amputation. 


M.P.M.414. 1950. 
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major disorder ‘which requires closer supervision. In 
many cases new ideas in rehabilitation and in the main- 
tenance of well-being and good function of the stump 
must be constantly sought. 

A plea is also made for combined operations in research 
so that all the resources of modern technique be used to 
improve the structure of the artificial limb and to fortify 
the patient’s capacity to wear it. 


’ We are indebted to the Director-General of Medical Services 
for his permission to publish this paper. 


THE REGISTRAR PROBLEM 


N. J. Locie 
M.B. Aberd., F.R.C.S. 


Tue future of the many registrars threatened with 
dismissal by the plan announced last November ! is stil] 
in doubt; but, judging by a statement to which its 
representatives have agreed,? the Ministry of Health is 
coming to recognise that this plan was too ruthless. 

Bearing in mind the acknowledged shortage of consul- 
tants and the difficult position in which registrars are 
now placed, several courses are possible. 


Additional Consultant Posts 
The service needs further consultants, though how 
many will not be clear until the present survey of hospital 


be achieved at once, owing to several factors of which 
financial stringency and lack of suitable accommodation 
are perhaps the most important ; and it behoves con- 
sultants to ask themselves whether they really can justify 
retaining all their appointments and/or sessions. If they 
cannot, they should surrender some and thus make room 
for the upgrading of registrars. 


Creation of a Specialist’? Grade 

The formation of a ‘‘ specialist’’ grade intermediate 
between those of registrar and consultant seems desirable 
on more than one count : 


1. It would end the uneconomical situation in which the 
few highly trained handpicked survivors of at least five years’ 
competitive training may be flung away (to be replaced by 
other future victims) at the end of their third or fourth year 
as senior registrars because no consultant post is immediately 
available. The new grade might be one into which exceptional 
senior registrars could be fitted should no suitable consultant 
post be vacant at the time; and if the amount of work was 
then insufficient, another senior registrar might not be 
appointed for the time being. 


2. Not all specialties require that each of their ‘‘ permanent 
officials ’’ be of full consultant status. At present to cover 
the work registrars are used and abused, or conversely con- 
sultants do work which could be done by less experienced and 
less expensive personnel. 


3. With a group of “ specialists” on which to draw, there 
would be less risk of not finding a suitable candidate for a 
consultant post. As things are, when no suitable candidate 
comes forward, either an unsuitable consultant appointment 
is made or else the work is passed to a senior registrar or to 
a senior hospital medical officer (S.H.M.0O.). 


4. This step would save valuable personnel for the service. 


5. It would open the way to abolishing the unpopular 
S8.H.M.O. grade. 


6. It would increase the number of posts open to senior 
registrars. 


7. It would lead to a reduction in the number of senior 
registrars ; for these “ specialists’ would do much of the 
responsible work now done by senior registrars, who should 
properly be regarded as trainees. 


The ‘specialist’? should be given security, suitable 
status, and an adequate salary (intermediate between 
that of registrar and of consultant)—none of which a 


1. R.H.B. (50) 106. See Lancet, 1950, ii, 537. 
2. See Brit. med. J. suppl. Jan. 27, 1951, p. 24. 
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staffing is completed. The ideal number cannot, however, - 
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registrar has—while he is furthering his experience or 
awaiting a consultant post. 

Two provisos would have to be fulfilled: (1) the full 
consultant needs of the service must be decided on ; and 
(2) the creation of the ‘ specialist’? grade must not be 
used to whittle down the consultant establishment. 


“OTHER OPENINGS 


Nowadays opportunities are few for the general prac- 
titioner who seeks to specialise ; and entry into general 
practice is especially difficult for ex-registrars. For those 
registrars who fail to secure a consultant post these 
obstacles should be removed. . 


The General-practitioner Specialist 

There are small hospitals in many townships which are 
at some distance, or which are not easily reached, from 
the nearest large centre. In these hospitals there is still 
a place for the man who can deal, for example, with 
emergency surgery and the simpler surgical problems. In 
such an area the ex-registrar should be enabled to learn 
something of general practice by working as an assistant 
in a practice for a year before taking it over; while in a 
partnership practice his initial lack of knowledge would 
be covered by his partners. The scope of his specialised 
work would be deliberately restricted ; and the number 
of patients on his general-practice list would be limited, 
in order (a) to allow him time for his specialised work, 
and (b) to prevent him, or the partnership to which he 
belonged, from taking advantage of his hospital post by 
attracting an unfairly large number of patients. The local 
hospital would have the consultant services of a parent 
hospital behind it. is 


Training for General Practice 

The more senior registrars who fail to gain advancement 
and who wish to enter general practice should be helped 
to find assistantships or, better still, trainee posts. During 
the period of training any difference between the 
ex-registrar’s former salary in hospital and his earnings 
as an assistant should be paid either by the former 
employing authority or from a special fund. The value 
of this system would be enhanced if refresher courses 
were offered to those about to enter general practice. 


DOMICILIARY CONSULTATIONS 


In future the domiciliary consultant service is to be 
operated entirely by regional hospital boards, boards of 
governors having no hand in its organisation. This is 
announced in a Ministry of Health circular (R.4.B.[51]11) 
whieh also states that consultations should be arranged 
by the family doctor directly with the consultant and 
not through the regional board. 

The circular, reviewing the operation of the service in 
the past two and a half years, remarks that local health 
authorities are responsible for securing that mentally ill 
or mentally defective patients are brought under care. 

As regards the domiciliary service under the National 
Health Service Act, the intention is that a consultant 
(or, where there are not enough consultants, a senior 
hospital medical officer) shall be available for domiciliary 
consultation or treatment when the family doctor 
considers that the patient’s condition makes it essential 
for this to take place at home. Here ‘“‘ home’’ means 
the place where the patient is for the time being resident, 
but it does not ordinarily include a private nursing- 
home. 

“The domiciliary service will, however, be available to 
persons who live (i.e., are bona fide residents as are some old 
people) in private nursing homes ; and visits by obstetricians 
or pediatricians (accompanied by anxsthetists where needed) 
as part of the domiciliary service should be made available in 
an emergency for a patient who has been admitted for her 
confinement to a private maternity home or for her baby, 
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during her stay in the maternity home, where medical con- 
siderations make it impossible for the patient to be removed 
to hospital.” 

The decision that regional boards shall administer 
the service (as some are already doing) means that all 
contracts for domiciliary consultations should be offered 
and made by these boards ; and each consultant should 
be in contract with only one regional board. 

Originally it was intended that all requests for a 
domiciliary consultation should be made through a 
hospital; ‘‘ Experience suggests, however, that the 
convenience of all concerned is best promoted by direct 
application by the family doctor to the practitioner he 
wishes to call in, and Regional Boards should organise 
their service accordingly.’’ Furthermore, regional boards 
should seek the help of executive councils in informing 
general practitioners of the consultants available for 
consultation. A special record and claim form for 
consultations is being introduced. 


Public Health 


A HEALTH-SERVICES BUREAU 


J. A. GILLET 
M.B. Lpool, D.P.H. 
DEPUTY MEDICAL OFFICER OF HEALTH, ROTHERHAM 


Even before the National Health Service Act came 
into operation in July, 1948, the scope of medical and 
social services was expanding; and this development 
was greatly hastened by the Act. In Rotherham it was 
felt that the increasing complexity of these various 
services called for a new section of the health department 
to deal with inquiries concerning them. The scheme 
envisaged by the medical officer of health and the 
health committee was for a section which would 
both meet the needs of people seeking information 
about such services and would also promote health 
education. 

The new section was opened on Sept. 6, 1948, in the 
town hall; but this arrangement proved unsatisfactory 
because the offices could not be reached directly from the 
street. Accordingly,the section was transferred last year 
to a building at the centre of the city. These premises, 
which are on a corner site, have three main rooms. One 
large front room, with a shop frontage on two sides, 
is furnished with chairs, tables, and display cabinets 
containing posters and pamphlets on health topics 
issued by the Central Council for Health Education and 
other agencies. Official explanatory pamphlets and 
application forms for various benefits can also be had. 
Behind this room is an office for private interviews, 
and also a room in which are stored wheel-chairs, 
crutches, bed-rests, bedpans, and other nursing and 
surgical appliances, which are available on loan in case 
of need; on return these are cleansed and sterilised. 
Drums containing sterile equipment for domiciliary 
confinements are issued on request to midwives and 
general practitioners. 

The section is staffed by a health-services information 
officer and one female assistant. Excellent relations have 
been established with both the general public and the 
various agencies providing services locally, such as the 
hospital management committee, the executive council, 
and the Ministries of Food and National Insurance. The 
public have come to realise that time can be saved, and 
frustration and needless journeys avoided, by calling at 
the bureau when they have problems connected with the 
health services ; and use of the bureau has been encour- 
aged by the willing codperation of the local press, shop- 
keepers, business firms, and the transport undertaking 
in publishing its functions. 


From the outset the bureau has been busy; since 
September, 1948, over 11,000 inquiries have been received. 
At first inquiries concerned mainly such simple matters 
as how to obtain glasses or dentures, or how to change 
doctors; but now the problems are usually less easy 
to answer. Much time has been spent in explaining the 
method of completing forms of application for monetary 
and other benefits ; these are often extremely perplexing 
to members of the public. Every effort is made to deal 
with queries on the spot, giving definite and detailed 
advice, and avoiding fruitless reference of the inquirer 
from one office to another. 

Advantage has been taken of the window-space to try 
to ‘*‘ sell’’ health to the public. There have been displays 
on ‘‘ coughs and sneezes,”’ vaccination and immunisa- 
tion,’’ poliomyelitis,’ ‘‘ clean food,’’ ‘* child welfare,” 
‘*‘aecidents in the home,’’? and other topics. These 
displays, which are usually changed fortnightly, have 
attracted requests from organisations such as the 
Women’s Co-Operative Guild, the Soroptimists, and youth 
clubs for speakers to talk on medical and medicosocial 
subjects. Film shows, talks, and discussions have been 
arranged by the health-services information officer. 

In Rotherham the welfare services of the borough are 
not under the direction of the medical officer of health ; 
but one of the large windows and part of the large front 
room, together with the services of the staff, have been 
placed at the disposal of the welfare committee. These 
facilities are utilised for the display and sale of goods made 
by blind people ; and there is also a boot-repair service. 
The venture has proved most successful as a means of 
disposing of goods made by the blind ; and one section 
of the bureau is often able to help the other. 

That the bureau meets a real need has been proved 
not only by the number of inquiries but also by the thanks 
of satisfied ‘‘ customers.’’ There is the instance of the 
lady who embarrassed the health-services information 
officer by publicly embracing him in token of her grati- 
tude. There is also the case of the middle-aged man, deaf 
as the result of the 1914-18 war, who had not realised 
that for over twenty years he had been entitled to a 
hearing-aid from the Ministry of Pensions. His gratitude, 
after being supplied with one only three weeks after 
calling at the bureau, knew no bounds. Finally, there 
are the repeated statements by callers that before 
visiting the bureau they had been referred from one office 
to another without success. 

Owing to the varied inquiries, the staff has to be fully 
conversant with the medical and social services; and 
they have also to be patient and above all sympathetic 
in their approach to inquirers. The bureau, which began 
two and a half years ago as a tentative experiment, has 
become a permanent feature of the health department 
and of Rotherham. 


Statistics for London in 1950 


A preliminary report by Sir Allen Daley, the county 
medical officer of health, shows that in 1950 the 
provisional birth-rate in London was 15:9 per 1000 
population, and the provisional death-rate 11-3. The 
provisional rates for maternal mortality (0-56 per 1000 
live and still births) and for infant mortality (25 r 
1000 live births) were lower than any previously sound 
in London. The provisional neonatal-mortality rate 
was 16:5 per 1000 live births. 

During the year diphtheria cases totalled only just 
over 100 with 3 deaths, compared with 7500 cases and 
250 deaths in a pre-war year. Now over 60% of infants 
under the age of 5 are immunised, and at school ages the 
percentage reaches 75. 

In 1950 the number of tuberculosis notifications fell 
for the first time since the end of the late war; and the 
provisional death-rate has further declined to a new low 


record of 0-39 per 1000 population, compared with 
9°52 in 1949. 
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Influenza 


In England and Wales the prevalence of influenza, 
judging by figures for the week ended Feb. 3, is no 
longer increasing greatly. Influenza deaths in the great 
towns during each of the six weeks from that ended 
Dec. 30 to that ended Feb. 3 numbered: 102, 458, 890, 
1099, 1239, and 1269. In the week ended Feb. 3 the 
influenza death-rate in the great towns was 61:19 per 
million population. For the great towns grouped 
regionally the highest incidence of influenza deaths was 
in Wales; the incidence of deaths increased materially 
in the Eastern, London and South-eastern, and Southern 
regions, and less decidedly in the East and West Ridings 
and the North Midland areas. The death-rates by regions 
were as follows: 

Influenza deaths per 


Region million population 
Northern 14-52 
East and West. Ridings 61-27 
North-western 79-46 

and South-easiern 40-88 
Southern 40-20 
South-western. 70-45 
Wales .. 105-52 
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The of deaths in over 55 
years of age rose still further to 90°5% 

Weekly claims under the Netional Insurance Act 
have fallen substantially ; new claims totalled 323,400 
in the week ended Jan. 30, compared with 370,500, 
374,400, and 395,600 in the three weeks up to Jan. 23.! 
Among a group of some 7500 London County Council 
employees sickness absenteeism of about 15% was 
recorded in the first half of January ; but in the latter 
half of that month it decreased to 12% and finally 
to 10%. 


Influenza Abroad.—Strains from Turkey and also from 
Paris have been identified as A-prime. Virus A-prime 
has also been found in Canada. : 


Poliomyelitis 


In England and Wales notifications of poliomyelitis 
during the week ended Feb. 3 were as follows: paralytic 
21 (20), non-paralytic 11 (7); total 32 (27). Figures 
for the previous week are in parentheses. 


1. Figures supplied by the Ministry of National oa? See 
Registrar-General’s Return for the week ended Feb. H.M. 
Stationery Office. Pp. 20. 


Medicine and the Law 


Hospital Nationalisation 


By an intriguing feat of forensic conclusion the Court — 


of Appeal has decided in the Bland-Sutton case that two 
different appeals by parties interested are successful but 
that nevertheless the result remains the same as before. 

Lady Bland-Sutton, who died eight years ago, 
bequeathed the residue of her estate on trust as an 
endowment for two objects: (1) for a research scholar- 
ship, and (2) to pay the income to the Middlesex, Hospital 
for the maintenance and benefit of the Bland-Sutton 
Institute of Pathology, then carried on in connection with 
the hospital. In a proviso to her will she directed that, if 
certain specified contingencies occurred, her trustees 
(the National Provincial Bank) were to transfer the 
endowment fund to the Royal College of Surgeons for the 
general purposes of the college. These contingencies 
included the following events: the hospital becoming 
nationalised or passing by any means into public owner- 
ship, and the trustees becoming unable lawfully to apply 
the income to the objects named in the will. When the 
National Health Service came into operation on July 5, 
1948, the bank naturally had to ascertain the effect 
upon the endowment fund. Mr. Justice Danckwerts 
held last July 1 that the contingencies had not happened. 
There was, however, a further legal point for him to 
consider. If the events specified in the proviso ever did 
happen, it might be at some date in the remote future. 
That being so, the proviso might be invalid because it 
offended the technical rule of law against perpetuities ; 
if so, the ultimate gift to the college would be void, 
though, if the college were in the lawyer’s sense a charity, 
then it would escape the consequences of the rule. 

Mr. Justice Danckwerts held that the Royal College 
of Surgeons was a charitable body and thus would have 
its chance to receive the fund some day, if and when the 
specified contingencies occurred. But he also held that 
the contingencies had not happened yet ; the Middlesex 
Hospital had not been nationalised and it had not passed 
into public ownership. His decision did not satisfy two 
of the interested parties. The college appealed against it 
on the ground that the operation of the National Health 
Service Act of 1946 did nationalise the hospital, did pass 
it into public ownership, and did make the bank unable 
lawfully to apply the income of the fund to the objects 
of the will. _On the other hand, the Middlesex Hospital 


1. Lancet, 1950, ii, 155. 


Medical School, in a cross-appeal, maintained that the 
prospective gift over to the college under the proviso 
was invalid. 

Three judges of the Court of Appeal have now unani- 
mously decided that both sets of appellants are right, 
but that it makes no difference. Mr. Justice Danckwerts 
had held that the hospital was not nationalised because 
it did not wholly pass into public ownership : the medical 
school became an independent corporate body which 
remained outside nationalisation. The Court of Appeal 
holds that the hospital was nationalised in the sense 
which Lady Bland-Sutton contemplated. Thus the con- 
tingency named in the proviso to her will has occurred. 
But the Court of Appeal also holds that the Royal College 
of Surgeons is not a charity, the judges finding themselves 
bound by a decision of 1899. Thus the gift over to the 
college is declared void. There is nevertheless no intestacy. 
Thus, though the Danckwerts judgment is upset and the 
judge’s order of last July is discharged, the result is 
substantially the same as that which he then reached. 

The decision in 1899 (In re the Royal College of Surgeons) 
arose over the possible application of section 11 of the 
Customs and Inland Revenue Act, 1885, to the property 
of the college. The Act exempted property ‘‘ legally 
appropriated and applied . . . for the promotion of 
education, literature, science or the fine arts.’ The 
charters of the college and the relevant enactments 
having been exhaustively reviewed, and a judgment 
to the advantage of the Institution of Civil Engineers 
having been considered, Lord Justice Romer dwelt 
upon the dual nature of the objects and purposes of the 
college. It certainly promoted education and science, 
but it also promoted the interests of those practising 
surgery as a profession. No exemption from the 1885 
Act, therefore, could be claimed. No fresh material being 
offered to the Court of Appeal the 1899 decision has been 
followed. Sir Raymond Evershed, Master of the Rolls, 
observed that the court could not, ‘‘ without untenable 
refinements,’’ come to the conclusion that the college’s 
main or only purpose was of a public or charitable 
character and that any selfish professional purpose was 
only ancillary or subsidiary thereto. 


Relative Liability 
In Fordyce v. Doherty the jury has found an anes- 
thetist guilty of negligence and awarded £400 damages. 
The patient underwent an operation for duodenal ulcer ; 
curare was injected to obtain muscular relaxation ; it 
was alleged (though this was denied) that the arm was 
strapped above the head during the operation and that, 
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on recovering consciousness, the patient found that he 
had lost the use of it. The surgeon who conducted the 
operation was joined as defendant, but the jury found 
in his favour on the issue of negligence. Mr. Justice 
Cassels postponed judgment in order to hear legal 
argument. There will doubtless be discussion of the 
relative liability of the North West Regional Hospital 
Board (in whose hospital at Highgate the operation was 
performed) and the defendant anesthetist. 


Meanwhile it may be noted that, in cases arising out 
of the National Health Service, the Ministry is likely to 
shift liability, so far as it can, to the shoulders of members 
of hospital staffs. This, at least, is the view expressed by 
the legal advisers of the Medical Protection Society in the 
annual report which that body issued last September. 
Though the circumstances are not exactly parallel, it 
was the practice of the Treasury Solicitor, in years before 
the Crown Proceedings Act had enlarged Government 
departments’ vulnerability to actions for damages, to 
stand behind the driver of Army lorries or Post Office 
mail-vans when some plaintiff made a successful claim 
against an individual driver for injuries due to his negli- 
gence. The Army Council and the Postmaster-General 
were strictly not liable in law for the actions of their 


agents or servants, but the Crown paid the damages. As 
with the nationalised industries, so with the Ministry’s 
hospitals, there are legal problems to be worked out in 
the coming years. One cannot blame the Ministry of 
Health (by whatever name it be called) for standing 
upon its legal rights to the possible detriment of hospital 
medical staffs, but the ministerial attitude should be 
noted. In any event the medical practitioner should be 
aware that his own legal interests and prospective 
defence may be quite different from those of the hospital 
or the employing authority.’ 


Coroners’ Rules 


The Lord Chancellor and the Home Secretary have 
appointed a committee to make recommendations on 
the rules to be made under section 26 of the Coroners 
(Amendment) Act, 1926, relating to the procedure at 
coroners’ inquests and at post-mortem examinations 
and as to the forms to be prescribed under section 27 
of that Act. The chairman of the committee is Mr. 
Justice Austin Jones. The committee is ready to receive 
written evidence, which should be sent to Mr. H. W. 
Wollaston, secretary to the committee, Home Office, 
London, 8.W.1, before the end of February. 


Parliament 


Students’ Examination of Hospital 
Patients 


In the House of Commons on Feb. 6 Mr. FRED LONGDEN 
called attention to the practice in teaching hospitals for 
patients to be examined intimately by groups of students, 
often against the natural inclination of the patients. 
He was sure that the overwhelming number of con- 
sultants were all that could be wished, but he quoted 
a number of cases where he alleged women patients 
had been subjected to embarrassing and humiliating 
experiences. That sort of thing, he said, ought to be 
stopped at the earliest moment. Students should not 
merely be professionally taught and guided; they 
should be controlled in their treatment of men and 
women. 


Dr. CHARLES HILL said that in his experience he 


had never seen or- heard of unchaperoned examination 
such as Mr. Longden had described. Everyone must 
face the fact that if this country was to be happily 
served by efficient doctors, teaching on the diseased 
human body was essential. Most patients were only too 
glad to codperate, but a minority found it too difficult 
to bear, and he agreed that where people protested 
their objections should be respected. 


Mr. ARTHUR BLENKINSOP, parliamentary secretary 
to the Ministry of Health, pointed out that there had 
been no change in the principles of using patients in 
teaching hospitals to give students the necessary clinical 
experience. The system had been used ever since our 
present methods of clinical teaching were evolved. The 
only difference was that the teaching hospitals had 
perhaps more students under training than in the past. 
Unless the principle of clinical examination of patients 
by students was accepted much of our medical training 
would be valueless and the public would be endangered. 
He was convinced that it would be impracticable to 
get the consent of the patients in advance. But he 
agreed that where a patient had expressed unwillingness 
to submit to an examination by students that objection 
should be dealt with sympathetically and under- 
standingly ; no pressure should be used. The Ministry 
of Health would always be ready to investigate any 
cases in which it was suggested that any wrongful duress 
had taken place. During the last year and a half only 
three or four cases had been reported to the Ministry. 
He realised that there might be many cases where 
patients felt unhappy, but the majority appreciated 
the need for the procedure although they might not 
like it. 


QUESTION TIME 
Hospital Registrars 


Dr. ReGrnaLD BENNETT? asked the Minister of Health what 
action he was taking to carry out the provisions of his circular 
about the dismissal of specialists under training from his 
hospitals ; with what professional bodies he was discussing 
this action; and what results had yet accrued from such 
discussions.—Mr. H. A. MARQUAND replied: I have received 
the proposals of some of the hospital boards and am awaiting 
others. These will, where necessary, be discussed with repre- 
sentatives of the boards. I am also having discussions, which 
are not yet complete, with the medical profession’s joint 
committee. 

Infectious Diseases 


Mr. Wrixu1aM TEELING asked the Minister if he would give 
instructions to all medical officers of health that they should 
release no information about dangerous infectious diseases 
without his approval—Mr. Marquanp replied: No, Sir. 
I think that the publication of information about local health 
conditions is very properly a matter for the local authority 
and not one in which I should normally intervene. 


Heroin 


Mr. A. D. Dopps-ParKER asked the Minister of Health 
what ‘quantity of heroin was used in the United Kingdom 
now, compared with 1938; and to what causes he ascribed 
the difference.—Mr. Marquanp replied: The quantity 
in 1938 was 46 kg.; and in 1949 it was 136 kg. Diamorphine 
is widely used in this country as an ingredient for cough- 
linctus. A rise in consumption can therefore be attributed 
in part to medicinal use under the National Health Service. 


Diphtheria Statistics 


Mr. 8. P. Viant asked the Minister how many of the cases 
of diphtheria notified in children under 15 were recorded as 
immunised or not immunised in 1945, 1946, and 1947, and 
if he would give similar information about the deaths from 
diphtheria recorded in those years.—Mr. MARQUAND replied : 


INCIDENCE OF DIPHTHERIA IN CHILDREN UNDER 15 


Notifica- 


| tions in | | 
j which a | Notifica-, ‘full course: Deaths 
Year Notifi- |full course tions not Deaths | of immu- | t 
| eations | ofimmu- immu- | ~~ nisation | 
| | nised | had | nised 
| had been | 
‘completed completed| 
1945 12,514 | 4431 8083 | 593 36 | 557 
1946 | 7719 | 2723 4996 | 325 | 15 | 310 
| 


1947 3941 1287 2654 198 16 , 182 
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Staffing of Health Centres 


Mr. SOMERVILLE Hastines asked the Minister of Health 
what steps he proposed to take to provide for medical staffing 
when health centres had been built or acquired by local 
authorities and local doctors refused to make use of them.— 
Mr. MarQuaND replied: I am afraid I cannot generalise on 
this subject and the steps to be taken would clearly depend 
upon the circumstances of the particular case. I should hope 
that agreement would normally be possible. 


B.C.G. Vaccine 


Mr. 8. 8S. AwBery asked the Minister of Health if he would 
now permit general practitioners to inoculate with B.c.a. 
vaccine and to give them discretionary powers in closed 
cases to send an inoculated child away from home.— 
Mr. Marquanp replied: Research into the use of B.c.G. 
in this country is still continuing, and I am advised that any 
general or indiscriminate distribution of the vaccine would 
not be prudent at present. 


Factory Doctors’ Charges 


Major W. W. Hicxs-Bracu asked the Minister of Labour 
whether he was aware that the proper charges of an appointed 
factory doctor under the Examining Surgeons Order, 1947, 
were not recoverable through the National Health Service ; 
and if he would take steps to remedy this anomaly.—Mr. 
ANEURIN BEVAN replied: These are charges for medical 
services which the employer is required to obtain under the 
Factories Acts for the purposes of his general responsibility 
for health and safety in his employment. The National Health 
Service, on the other hand, is provided for members of the 
community in a personal capacity and not to relieve employers 
of those obligations. It is not anomalous, therefore, that these 
charges are not recoverable from the National Health Service. 


Colonial Medical Service 


Mr. JoHN RANKIN asked the Secretary of State for the 
Colonies why the previous local pD.M.s. was asked to retire 
in view of the fact that the Tanganyika government was 
recruiting 20 doctors in South Africa owing to the shortage 
of doctors in the medical service; and what efforts were 
made to secure Asian doctors from East Africa or unem- 
ployed doctors in Malta.—Mr. James GriFFITHs replied : 
The shortage of staff in the department at lower levels did not 
in the Governor’s opinion justify retention in the service of 
the late director after he had qualified for retirement on 
pension under the relevant Tanganyika legislation. No candi- 
dates were in fact recruited in South Africa; but only 5 
vacancies now exist, for 2 of which candidates are in sight. 
The Tanganyika government employ a number of Asian 
doctors. A selection committee for recruitment to the Colonial 
Medical Service was set up in Malta in September, 1950, and 
candidates recommended by it have already been selected for 
colonial appointments. 


Makerere College 


Mr. JoHN ParKER asked the Minister the length of the 
medical course at Makerere College ; how many government 
scholarships were provided ; and whether leave of absence 
was granted for medical officers to complete the course to 
qualify as doctors.—Mr. Grirrirus replied : The full diploma 
course lasts 7 years. All of the 28 students at present taking 
the course receive government grants. Selected African assis- 
tant medical officers are given leave of absence to acquire 
special postgraduate qualifications in the United Kingdom to 
assist them in their duties in East Africa. 

Mr. ParKER: What provision is made to enable African 
medical officers employed in Uganda to complete their training 
to qualify as doctors ?—Mr. GrirritHs: Africans holding the 
Makerere diploma in medicine are already eligible to be 
licensed as medical practitioners on entering the Uganda 
government service as assistant medical officers, and are 
accorded the title of ‘‘ doctor’ in East Africa. It is the aim 
of the college so to improve and adapt its diploma course 
that the General Medical Council will admit holders of a 
diploma to the British Register without further qualification 
such as is required by them at present. 

In answer to a further question Mr. GRUFFITHS stated that 
58 African assistant medical officers are employed by the 
government of Uganda, of whom 9 are in charge of hospital 
units. 
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A Running Commentary by Peripatetic Correspondents 


The Registrars were christened, and their training 
pre-determined. 

Their duties were important, though too numerous to 
state, 

But like nylons, fully fashioned, through the National 
Health Service 

They achieved a sudden glory. This was 1948. 


They worked; they throve ; 
married and had children. 
They got Memberships and Fellowships and everything 
was fine. 

They examined all the patients who attended all the 
hospitals 

And wrote reports when ordered. This was 1949. 


they studied ; 


But the pound’s devaluated and the dollar raised on high, 

So the Treasury has suddenly turned thrifty : 

eS pee de not want to lose you, but we think you ought 

the Senior Trainees. 1950. 

Still the patients keep on coming with acute and chronic 
ills. 


Still the wards and clinics hustle and their work is 
never done. 


, May it please you, Mr. Marquand—won’t you set the 


people free ; 
Won’t you give us back our Registrars in 1951 ? 
* * 


' The increasing tendency towards specialisation revealed 
by medical Lifemen in these columns confirms my view 
that Medicinemanship (keeping one up on one’s patients) 
is too restricted in scope to satisfy the really progressive 
Lifeman. But in the wider, deeper, and perhaps tougher 
field of Wardsmanship (keeping one up on one’s colleagues), 
and especially its late development Staffconference- 
manship, much fine work is being done. It is already 
clear that the budding consultant must choose between 
the Damn-Good-Doctor ploy and the Science-is- 
Movement gambit. The latter is new and fashionable 
but a little too easy. <A pocketful of graph-paper and 
no stethoscope are the only essentials. The requisite 
politely blank look to be assumed when asked for an 
opinion on a murmur or knee-jerk can be acquired in a 
few weeks if practised daily before a mirror. A slide-rule, 
Fisher’s Design of Experiments, and an equation or two 
pencilled on the back of an old kymograph tracing are 
excellent properties, as are a corked test-tube of soapy 
water in the waistcoat pocket and a tuft of guineapig 
fur on the lapel; a man I know got his junior clinical 
tutorship solely because he used an old piece of cardiac 
catheter to tie up his coat. To establish oneself as a 
Damn-Good-Doctor is harder, but the rewards are 
greater. <A distinguished example is young Hartman- 
Heerwell, lately appointed to a fat consultantship in 
the Home Counties because the selection committee 
liked his statement that he ‘“‘ Didn’t believe in all this 
damned new-fangled biochemistry.’’ His often-repeated 
feat of inspecting the E.c.G. of a puzzling case in the 
cardiac department in the basement, running up four 
flights of stairs, and drifting nonchalantly into the ward 
‘to have another look at that heart that’s worrying 
us,” just in time to make a confident diagnosis ‘‘ by 
good old-fashioned clinical methods ’”’ before the E.c.G. 
report is telephoned to the ward through the official 
channels is one of the finest flowers of Wardsmanship. 
Some day we must persuade him to tell us his methods 
in full. 

* * * 

Before this series ends may I say a few words about 
the undergraduate branch of medical Lifemanship for 
the benefit of those who have not yet learnt the trick 
of carrying a stethoscope through the Metropolis with 
only the tips of the earpieces emerging from an outer 
pocket ? The art of medical Studentmanship no doubt 
resembles that of any budding professional man with a 
position to maintain, but it has some features peculiar 
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to itself. For instance, there is the man in the opposite 
seat on the nine o’clock to Town who suddenly leans 
forward and asks in a low confidential but generally 
audible whisper ‘‘ Why is it that a dose of salts acts 
at once, but cascara takes twelve hours ?”’ Any attempt 
at a straight answer would be to admit defeat. But 
for the experienced Studentman there is an infallible 
counter-ploy. Don’t be snared into leaning across to 
speak to the man, but sit firmly back against the 
upholstery, express professional concern at the state of 
his bowels, and follow this up with a few brisk questions 
of as personal a nature as you can devise. A certain 
winner for the trained man. Far more serious situations 
will arise at home. That off-hand question about what 
one has been doing today is a sinister offensive difficult 
to ward off because of its persistent though varied 
repetition. Counter-ploys are as follows : 

1..° Oh, nothing much”: effective on occasions but 
leaves the Studentman in an unfavourable position if repeated 
too often. 

2. Working’: also, occasionally effective but will not 
always stop your opponent’s attack. 

3. ‘* Attending a post-mortem’: the most effective ploy, 
especially if expanded, with fullintestinal detail, at supper time. 

Another form of attack in the home is the Unreasonable 
Thirst for Information, hidden behind a casual question 
such as, ‘“‘ Am I right in thinking that there’s more 
than one form of pneumonia?’ The ploy here is the 
Reply of Unlimited Knowledge; in the case mentioned 
this would take the form of a speedy dismissal of lobar 
and bronchopneumonia in a few words followed by a 
learned dissertation on atypical and virus pneumonias. 
If suitably varied, this defensive ploy should last the 
Studentman until the time comes for him to learn the 
more complicated art of Doctormanship. 

A no-less important aspect of Studentmanship is 
that of getting one up on the Chief without actually 
dropping banana-skins in the hospital corridor. <A fine 
example of this was played on a certain Registrar (who 
had certainly better remain anonymous) conducting a 
teaching round. Seeing a student prodding rather dis- 
dainfully at a tumour with one hand the Registrar led 
off with: ‘Are you, perchance, left-handed, Mr. 
Whoosis  ’’. He was at once floored by the triumphant 
counter-ploy: ‘‘ I’m ambidextrous, sir.”’” When the 
Registrar recounted the tale of his defeat later, the Chief 
enlightened him on the correct Triplecounter-ploy— 
obvious when one thinks of it: ‘‘ Then why not use 
both hands ?”’ But, of course, he is an acknowledged 
expert in Chiefmanship. 

* 


* * 


The Ministry of Health Art Club (founded 1924) 
and Camera Club, the Hygeia (founded 1915), lately held 
a joint exhibition which should dispose for ever of any 
doubts hitherto cast on the sensitivity of the staff. 

Well displayed in the fine conference room were 80 
paintings and drawings and 70 photographs. There are 
many architects on the Ministry’s staff, and their work 
was naturally prominent. Among Mr. Nicholson’s several 
fine water-colours was a simple but effective study of the 
Undercroft, Westminster, which had quite a Russell Flint 
atmosphere. Mr. Deleuse, another architect, had several 
beautiful water-colour landscapes and a_ particularly 
good still life. The doctors were not prominent among the 
exhibitors, but Dr. W. P. Kennedy showed an oil and a 
water-colour of scenes from the Lebanon, and two other 
landscapes. here were some excellent oil paintings, 
and Miss Hileen Perrett’s portrait of an old man was 
professional in its competence. 

The photographs were of first-class standard through- 
out; | have rarely seen a more beautiful collection. 
The dozen shown by Sir Weldon Dalrymple-Champneys, 
the club chairman, were worthy of an exhibition by 
themselves, and they were run a close second by Dr. 
Harold Davis’s pictures. Among the rest I was particu- 
larly struck by the soft-focus studies by Mr. Harrop. 

It was encouraging (to me) that there was not a single 
example of the atrocities now labelled ‘‘ modern.” 
Altogether a highly meritorious show. 

* * * 


Aphorism of the Week 
Better half an hour than half a tonsil. 
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METHONIUM COMPOUNDS IN HYPERTENSION 


Srr,—Professor Smirk’s letter in your last issue 
prompts brief comment lest it should be thought that 
experience in this country with the penta- and hexa- 
methonium compounds differs essentially from that in 
New Zealand. In our experience these drugs will cause 
a marked fall of blood-pressure in nearly all cases of 
hypertension. However, some degree of tolerance tends 
to develop, and it is not always possible to maintain 
a satisfactory over-all reduction in pressure without 
undue side-effects, at least when the drug is given by 
mouth. Far more clinical experience and detailed 
studies of the various hemodynamic effects will be 
needed before the place of these compounds in the treat - 
ment of hypertension can be assessed. Meanwhile 
encouraging results are being obtained in certain groups 
of patients and a few tentative suggestions may be made. 

No patient should be submitted to surgical sympa- 
thectomy for hypertension until thorough trial with 
methonium has been made. Likewise every patient 
with malignant hypertension should be so treated. 

When signs of left ventricular failure are manifest, 
life is rarely prolonged for more than a year or two. 
Under such circumstances, an attempt to postpone 
further failure may reasonably be made by adding 
methonium to the other customary measures. 

Unless the patient is seen too late, and her condition 
is so serious as to prevent 48 hours’ delay, every pregnant 
woman with toxemia or severe hypertension should 
be given a chance to respond to methonium before 
pregnancy is terminated. In favourable cases improve- 
ment will soon be manifest, and it should be possible to 
decide if it is safe to allow the pregnancy to continue. 
The reward may well be a live child instead of a lost 
one. If the pregnancy can be continued until a live 
birth is probable, the drug can be stopped a day or two 
before induction. No ill effects from these drugs on 
the foetus or newborn infant have been observed. Finally 
it will be found that previously intractable symptoms 
attributable to the hypertension can often be relieved 
and may not return, at least for some time, after 
discontinuation of the drug. 

The time has probably not yet come for the long- 
term treatment of relatively benign cases. It is advisable 
first to obtain further experience in the more serious 
cases. 

Potential dangers have been emphasised ! in order to 
discourage indiscriminate treatment. Untoward events 
have been reported by a number of workers, and it is 
strongly recommended that the initial assessment should 
be made in hospital, where the patient can be under 
continual observation. 


Edinburgh. RIcHARD TURNER. 


Sir,—The methonium compounds are now being used 
in a number of clinics, and growing experience is proving 
their efficacy in the reduction of hypertension. 

I have found hexamethonium bromide more effective 
than the pentamethonium compound. My experience is 
that hexamethonium bromide lowers the blood-pressure 
and relieves the hypertensive symptoms in most cases of 
essential and malignant hypertension, and in cases of 
chronic nephritis. To observe the blood-pressure chart 
of a hypertensive patient under the influence of hexa- 
methonium bromide is one of the most dramatic experi- 
ences in modern clinical medicine. The pressure falls 
precipitately within 24-48 hours, without toxic symp- 
toms—a result that could not be achieved by any other 
method. 


1. Turner, R. W. D. Lancet, 1950, ii, 353. 
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Patients with chronic nephritis appear to respond 
equally well. One patient had marked albuminuria and 
was excreting 8 g. af albumin. per litre of urine. After 
he had received the drug for eight days, this amount was 
reduced to 1 g. per litre. This may, of course, be for- 
tuitous, but the observation is worth following up in 
other cases. Papilleedema and subjective symptoms such 
as headache, throbbing, and vertigo were relieved by 
the drug. 

One patient, who had undergone bilateral dorsolumbar 
sympathectomy for malignant hypertension without 
reduction of her blood-pressure, responded promptly to 
the drug ; in fact, she was the only patient in my series 
who developed toxic symptoms due to hypotension. Her 
blood-pressure fell from 260/150 to 110/60 mm. Hg; it 
rose promptly on withdrawal of the drug for twenty-four 
hours, and she ceased to complain of the toxic symptoms 
of faintness, blurring of vision, and nausea and vomiting 
caused by the temporary hypotension. With this drug 
at our disposal it seems to me very doubtful whether 
patients should be advised to undergo sympathectomy 
for severe hypertension. 

Two patients with marked hypertension who had 
suffered minor episodes of cerebral thrombosis were 
given the drug with beneficial effects. They did not 
develop any further cerebral thromboses although their 
blood-pressures were greatly reduced. 

I have adopted the following scheme of dosage : 


Initially 50 mg. is given every six hours by intramuscular’ 


injection; no harmful effects have been seen from this 
dosage. After two days one dose each day is increased to 
100 mg., reaching a dosage of 100 mg. six-hourly after a further 
four days. These intramuscular injections usually have the 
desired hypotensive effect. At this point one injection each 
day is replaced by an oral dose of 1 g.; this dose is increased 
by 1 g. daily until 4 g. a day is being taken by mouth (i.e., 
after a further four days). This dosage is excessive for some 
patients, who may be found to react satisfactorily to 1 g. 
every twelve or eight hours; so the daily maintenance dose 
by mouth may vary from 2 to 4 g. 


I have found that oral administration has a much less 
certain hypotensive effect than intramuscular injection. 
The blood-pressure fluctuates a good deal; but usually 
a patient with an initial blood-pressure of 260/150 can 
be maintained at a blood-pressure of 170/120 with oral 
administration. 

Treatment would certainly be more effective if the 
patient could give himself injections of the drug at home. 
Many patients with diabetes mellitus are taught to inject 
insulin ; but in the case of the methonium compounds 
3-4 injections would be required each day. It might be 
possible to develop a preparation of hexamethonium 
bromide for injection in a medium from which the drug 
would be absorbed slowly, giving a continuous effect ; 
one depot injection each day might then suffice. 

The ten patients who have been treated here by this 
method are attending as outpatients. Such patients 
must be kept under observation because the ultimate 
effect of lowering the blood-pressure in cases of hyper- 
tension is still uncertain. It has been reported that after 
three or four months’ treatment the blood-pressure has 
remained at a lower level, even when the drug was 
withdrawn ; but this observation needs confirmation. 


Wanstead Hospital, London, E.11. Eric FRANKEL. 


ETIOLOGY OF CHRONIC GASTRIC ULCER 


Sir,—I read with great interest the article of Jan. 27 
by Mr. Doran on the vascular component in the etiology 
of chronic gastric ulcer, and his conclusions on the relation 
between mucosal filhng and sympathetic action. 

It will be recalled that the observation by Barclay 
and Bentley! on the gastric arteriovenous anastomoses 
included not only the microscopic appearance of injected 


1. Barclay, A. E., Bentley, F. H. Brit. J. Radiol. 1949, 22, 62. 
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material but also the macroscopic colour changes of the 
gastric veins in response to stimulation during operation 
under general anesthesia ; in one case the saturation of 
a surface vein rose by 17% in three minutes. Under high 
spinal analgesia the veins did not become pink on 
handling but retained the normal dark colour associated 
with unsaturated hemoglobin. 

In Mr. Doran’s series it would be of considerable interest 
to know, first the height of the epidural block and hence 
the completeness of the sympathetic block, and secondly 
what colour changes were observed in the gastric veins 
during all the laparotomies. But even with these data 
the observed results would not be quite comparable with 
those of Barclay and Bentley, who used intrathecal 
instead of epidural block as the method of sympathetic 
blockade. 

I have noticed that in some laparotomies under a 
combination of high epidural and light general anesthesia 
the arteriovenous colour contrast is not so consistently 
marked as under spinal anesthesia, although a profound 
vascular hypotension indicated a near-total sympathetic 
block. I do not know the explanation of this observation 
unless it is that the longer time required for complete 
development of epidural analgesia permits the trans- 
mission of a certain number of stimuli at the commence- 
ment of operation, and once opened the arteriovenous 
shunts remain open. 

Oxygen desaturation changes in gut blood-vessels 


deserve further accurate study, and it is possible that 


quantitative observations by photo-electric ? and spectro- 
scopic oxymetry or blood-gas analysis under varying 
conditions of autonomic block will throw more light on 
the xtivlogy of chronic peptic ulceration. 7 
Southbourne, Emsworth, Hants. P. R. BRoMaGE. 


MASS RADIOGRAPHY 

Str,—If Dr. Hofistaedt (Feb. 3) believes that the 
mass-radiography method can be a potent force in a 
programme of tuberculosis control by the earlier diagnosis 
of active cases than is otherwise possible, then I am happy 
to declare an identity of view. But I must criticise his 
aptitude for drawing theoretical conclusions from his 
figures in ignorance of practical considerations. If it is 
really true that a unit in region 1 can only find 25,000 
people to examine in a year because of the dispersion of 
the populatien, then I can only suggest that the unit 
should move to areas where the population is denser. 

The efficiency of a unit must be judged by its absolute 
results, not by ‘‘ over-all discovery-rates’’; and I have 
suggested two targets which should be regarded as minima: 
(a) the discovery of 200 new active cases of tuberculosis 
per year for those who believe that tuberculosis case- 
finding is the only justification for mass radiography ; 
or (b) 46,000 examinations per year for those who recog- 
nise the benefits of the by-products of mass miniature 
radiography unconnected with tuberculosis. In my 
opinion, a unit failing to reach either of these targets 
should carefully examine its methods and approach. 
My own unit during 1950 made 54,965 examinations and 
discovered 263 active cases of tuberculosis. I must 
maintain that 167 discoveries in a year compares ill 
with 200 and still more so with 263. I challenged Dr. 
Hoffstaedt’s criticism and conclusions about mass 
miniature radiography because he is apparently unaware 
of what can be done. 

Two final points. First, 3'/, million examinations 
a year is the potential of the full 70 units already planned 
by the Ministry of Health. Second, as every medical 
director knows, a thousand examinations can easily be 
made in two days, but not every working day is spent 
in taking miniature films. The expression was used, of 
course to emphasise the smallness of the contact groups 


2. Hartman, F. W., Behrmann, V. G., Chapman, F. W. Amer. 
J. clin. Path. 1948, 18, 1. 
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in terms of mass-radiography work. Dr. Hofistaedt 
wonders what my unit does during 150 working days for 
which he is unable to account. I can tell him. It does 
almost exactly twice as much work as he believes possible. 
There lay the misconception on which his original paper 
was based. 
F. D. BEDDARD 
Director, 


South-east London Mass 
Radiography Unit. 


REGISTRARS 


Sir,—One point which seems to have escaped your 
correspondents in writing about the registrars threatened 
with dismissal concerns the retiral-age of consultants. 
Some of thein in the provinces go on for 2 or 3 years 
after they have turned 65, and where they happen to 
be members of regional boards it is difficult to believe 
that the advantages and disadvantages of this arrange- 
ment have been considered entirely on their merits. When 
they were themselves registrars they were not kept 
kicking their heels by Peter Pans at the top of the 
queue. If these old gentlemen want to work after 65, 
they should be like the retired admirals in the war 
who cheerfully became lieutenants ; house-surgeons are 
wanted in some places. But they have no right to rob 
these deserving young men of their jobs and of experience. 
I go round the country doing ‘‘ locums’”’ and see quite 
a lot of this pilfering by persisting in office. It is very 
hard to protest locally, and almost impossible for a 
young man. 

Beckley, Rye, Sussex. 


RESPONSE OF MEGALOBLASTIC ANAZEMIAS TO 
PENICILLIN 

Sir,—During the past year’s work in Kenya on the 
anemias of Africans, we were repeatedly struck by the 
response of some cases of megaloblastic anzmia to 
crystalline penicillin (sodium salt) G administered for 
intercurrent infections. 

On Nov. 7, 1950, we examined a negress patient with 
megaloblastic anemia. The red-cell count was 1,700,000 per 
o.mm., hemoglobin 5-0 g. per 100 ml., and hematocrit 17%, 
and the sternal marrow contained megaloblasts and giant 
stab-cells ; there was complete histamine-fast achlorhydria. 
The patient had had several previous relapses of anemia, 
and had been successfully treated with crude or refined liver. 
Although she had no nervous symptoms the findings strongly 
suggested pernicious anemia, which so far as we are aware 
has not been described in the Negro races of Africa. 

After five days’ observation, during which her reticulocytes 
were stable at 1-0-1-4%, she was put on to 400,000 units of 
erystalline penicillin daily for seven days. By the sixth day 
of this treatment her reticulocytes had risen to 36%, and the 
red-cell count to 2,420,000 per c.mm., the hemoglobin to 
5-8 g. per 100 ml., and the hematocrit to 24%. The patient 
was discharged from hospital ,with a red-cell count of 
4,290,000 per c.mm., haemoglobin 12-0 g. per 100 ml., and hema- 
tocrit 38%. She visited us as an outpatient on Feb. 3, 1951, 
when she had a red-cell count of 4,900,000 per c.mm. 
hemoglobin 13-5 g. per 100 ml., and hematocrit 43%. 

The megaloblasts disappeared from the marrow very 
rapidly after the treatment, and the giant stab-cells much 
more slowly, after treatment was started. The only treatment 
given to this patient during the whole period was 2,800,000 
units of penicillin. 

During the past: month we have similarly treated with 
penicillin the megaloblastic aneemias of pregnancy, with 
the same striking results. The response of both these 
types of megaloblastic anemia to penicillin is in every 
way similar to the responses that we obtain to liver, 
folic acid, or vitamin B,, both in the Kenya cases and 
the Macedonian anzmias. 

The mechanism by which penicillin produces these 
responses is not at present clear; but we suggest that 

it may act in any or all of the following ways : 

(1) By changing the flora of the gut, or removing antagon- 
ists or competitors or other factors that may be interfering 


Grove Park Hospital, 
London, S.E.12. 


C. G. LEAROYD. 
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with the synthesis, absorption, or utilisation of hemopoietic 
factors. 

(2) By interfering with bacterial metabolism in ways that 
may result in the release of hemopoieti¢ factors for the use of 
the body itself (i.e., glutamic-acid metabolism, which is 
known to be affected by penicillin). 

(3) By affecting protein metabolism, and the synthesis of 
nucleoproteins from basic amino-acids. 

(4) By virtue of its content of hemopoietic factors such as 
vitamin Bis. 


A full report of these findings will be published in due 
course. 


Henry Foy 
ATHENA KONDI 
ANTHONY HARGREAVES. 


Wellcome Trust Research 
Laboratories, Nairobi 


A THERAPEUTIC EXPERIMENT IN PEPTIC ULCER 


Srr,—I have read with interest Dr. Stolte’s article 
of Dec. 23. Certainly therapeutic studies of. placebos 
are of scientific interest. However, Dr. Stolte’s con- 
clusion that ‘‘ any treatment for exacerbations of peptic 
ulcer has a chance of success ’’ seems to me misleading. 

In 1947 Gill! reported that of 20 patients treated 
with injections of a physiological saline solution, very 
good results were obtained in 19 (95%). This is con- 
siderably better than the results obtained by Stolte ; 
yet Gill rightly concluded that ulcer patients should 
not be treated exclusively with a solution of common salt. 

These two investigations prove that the psychical 
influence of the physician on the ulcer patient is of great 
importance. To conclude from this, however, that 
any ulcer therapy has a purely psychological effect 
seems to me very far-fetched, especially when we take 
into consideration such results as those obtained with 
‘Robaden’?: in experiments on the rat, ulcers were 
unaffected by a placebo, whereas with robaden the 
number of ulcers was reduced. 


Ltd., W. RosENBERG. 


DERMATITIS HERPETIFORMIS TREATED 
WITH CHLORAMPHENICOL 


Sir,—This is a record of the first case of dermatitis 
herpetiformis to be treated in this hospital with 
chloramphenicol. 


The patient, a housewife, aged 52, had a spontaneous 
pneumothorax twenty-five years ago, but no tuberculosis 
was found. Five years ago she had an ovarian cyst removed. 
Her husband and one child, aged 19, are both alive and well. 

The patient never had any skin trouble until twenty months 
ago, when her mouth became ulcerated, and thereafter 
she had repeated crops of vesicles on the palate, throat, 
cheeks, and base of the tongue ; these readily formed shallow 
excoriations, causing considerable discomfort. Intervals 
of freedom between attacks were brief. 

Six months ago, while using a plastic comb, she scratched 
her scalp, which bled slightly. The few small abrasions did 
not heal, but gradually extended until the whole of the 
crown of her head was covered by offensive-smelling erosion 
and scab, against which penicillin and other ointments 
proved ineffective. 

Eleven weeks ago three fingers became septic, und one 
required incision. Nine weeks ago a rash developed on the 
greater part of the body, with associated irritation. Eight 
weeks ago (Oct. 25) the patient was admitted to hospital. 

On admission the area over the vertex was uniformly raw 
and red, partly devoid of hair, with the surrounding hair 
matted by ointment and exudate. There was pus under the 
proximal part of the red and thickened nail-bed of one finger, 
paronychia of two other fingers, and pitting of several tinger- 
nails. Shallow red erosions were found on the mucous 
membrane of the palate, buccal wall, and sublingual region ; 
while many vesicles and bulle of varying sizes, with 
erythematous bases, were present, mainly on the lower 
abdomen, but also on the rest of the trunk and on the limbs ; 
some had already ruptured and a few were secondarily 


1, Gill, A. M. Lancet, 1947, i, 291. 
2. Grandjean, E. Rev. méd Suisse rom. 1948, 7, 447. 
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infected. Heart, lungs, and other organs were normal ; 
no adenopathy. 

Blood-count showed: hemoglobin 90%; white cells 
8800 per c.mm. (polymorphs 68%, lymphocytes 25%, mono- 
cytes 5%, and eosinophils 2%). Dermatitis herpetiformis 
was diagnosed. 

For the first six weeks after admission the patient’s condi- 
tion remained unchanged. As vesicles and bulle ruptured, 
dried up, and left deeply pigmented areas, so new vesicles 
and bullz appeared. Local treatment was extremely painful 
and necessitated many hours of nursing care each day. 
Bleeding occurred from the bases of a number of the ruptured 
bulle ; there was slight axillary adenopathy; and the 
patient had mild intermittent pyrexia, with a temperature 
up to 100-4°F. A full course of sulphapyridine for three weeks 
had no effect, and intramuscular injections of ‘ Anahemin’ 
2 ml. on alternate days for two weeks had very little effect. 

Blood-counts were as follows: 

Nov. 8.—White cells 12,600 per e.mm. (polymorphs 
63%, lymphocytes 17%, monocytes 11%, eosinophils 8%, 
basophils 1%). 

Dec. 1.—White cells 15,200 per c.mm. (polymorphs 79%, 
lymphocytes 16%, monocytes. 2%, eosinophils 3%). 

Dec.‘ 12.—White cells 10,900 per c.mm. (polymorphs 66%, 
lymphocytes 30%, eosinophils 4%). 

Dec. 15.—Hemoglobin 80% (11:8 g. per 100 ml.); white 
cells 10,300 per e.mm. (polymorphs 75%, lymphocytes 21%, 
monocytes 1%, eosinophils 3%). 

Two weeks ago (Dec. 11) treatment was begun with 
chloramphenicol by mouth, 1 g. five times daily for six days, 
followed by 0:5 g. five times daily for two days and 0:25 g. 
five times daily for four days. Since then the patient's 
progress has steadily continued ; old lesions have dried up 
and only a few very transient small vesicles have appeared 
in the region of both knees and wrists. Her profound 
depression was rapidly replaced by a very natural cheerfulness. 

Since no report could be found of the effects of 
chloramphenicol in this condition, it was decided to use 
a large initial dosage in order to achieve the maximum 
success as quickly as possible. Although this is only 
an isolated case, the rapid and dramatic improvement 
in the patient’s general and local condition warrant 
further trials of chloramphenicol in other cases of this 
most distressing condition. 

I have to thank Dr. W. J. O’Donovan for permission to 
publish this note. 

Whipps Cross Hospital, N. A. THORNE 

Senior Registrar, 


Leytonstone, 
ondon. Dermatological Department. 


SCIATICA AND LUMBAR PAIN 


Srr,—I may have been lucky in my cases of ‘‘ sciatica.”’ 
Of nearly 150 treated in the past few years, only 6 had 
true sciatica. The remainder, although they had been 
previously diagnosed as sciatica and had not responded 
to treatment, were in fact cases of more or less severe 
gluteal] fibrositis, giving rise to sciatic pain. 

Obviously, if the gluteal muscles are spastic and 
painful on pressure straight-leg movement will be 
impaired. Forward flexion of the body will put these 
affected muscles on the stretch, giving rise to sciatic 
pain. Sciatic pain can be produced in these patients 
by pressure over the myalgic spots in the gluteal muscles, 
and it is quite common to find the only spots causing 
this long-standing pain high up in the origin of the 
gluteus maximus in the superior curved line of the 
ilium, or even in the tensor fasciz lata. 

I do not dispute that prolapse of an intervertebral 
disc will give rise to sciatica or lumbar pain; but my 
plea is for more Conservative treatment, and in my 
experience daily treatment with the much-maligned 
adrenaline cream, massaged into the buttock on the 
affected side, paying special attention to the true myalgic 
spots, will usually provide relief. With this treatment 
it is not unusual for patients to become completely 
free from pain of long duration within one week. 

London, W.1. Louis Moss. 
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VACCINATION AGAINST SMALLPOX 


Sir,—In the statements circulated to the press 
regarding the vaccinal condition of the cases of smallpox 
at Brighton, I noticed that nothing was said about the 
revaccination of the first fatal case. I have a letter from 
Dr. Rutherford Cramb, medical officer of health for 
Brighton, in which he says that this patient had been 
vaccinated in infancy and in 1916. Dr. Cramb adds that 
he does not think it “‘ took.’’ This point does not affect 
the actual fact that the man had been revaccinated in 
1916. This should have been mentioned in any account 
of the vaccinal condition of the cases. 


London, N.W.10. S. P. Vrant. 
LEUCOCYTE-COUNTS IN THIOURACIL 
MEDICATION 


Sir,—While several criticisms can be made of Dr. 
Holliday’s conclusion (Feb. 3) that leucocyte-counts 
cannot safely be omitted from the programme of routine 
supervision in patients undergoing thiouracil medication, 
one can be stated briefly. 

His chief basis for the conclusion appears to be that the 
mortality-rate in 11 cases of agranulocytosis detected by 
leucocyte-counts was 18%, while in 15 cases detected by 
symptoms it was 46%. The difference in mortality-rates 
was therefore 28%. Twice the standard error of the 
difference is, however, about 35%, so the observed 
difference in mortality-rates is not statistically significant 
and might readily therefore be due to chance. 


Royal Infirmary, Bradford. C. J: Youne, 


; RECENT HISTORY OF CORONARY DISBASE 


Sir,—It seems possible that the surprising results 
reported by Dr. Morris in his article of Jan. 6 and 13 
might be explained on the hypothesis that arterial 
calcification is a process in part independent of atheroma 
(though atheroma provides a setting for it) and much 
more dependent on physiological ageing. 

It is a commonplace that during the last forty years 
the period of active life has increased greatly. A man 
in group 1 or u of the Registrar-General’s classification 
is expected to continue working until he is between 65 
and 70 or even older—though of course less actively 
than when he was younger. It is common to find a 
solicitor, or executive, interested in gardening or some 
other physical activity even at. 75; and I well remember 
being walked 27 miles over the Surrey hills by an old 
friend in his 67th year. Women have also changed ; 
a woman of 70 may still run her home with the minimum 
of help, and be more independent than was her mother 
at 50. That is, all ageing processes, calcification among 
them, are being postponed. 

To me this delay of senescence is the most remarkable 
biological phenomenon of our time. Men and women 
live to be older in years, but their activity changes 
little once they have passed the age of 50, and their 
senescence is correspondingly delayed: when it does 
arrive, it is shorter. I have been astonished by the 
number of my father’s friends who decided to retire only 
when overtaken by some localised physical weakness 
at ages of 70, 75, or even more; they seem to me to be 
little older than the men of 55 whom I met before 1914. 

This may be a local phenomenon. During the late 
war I met many students from Central Europe; they 
usually appeared much older than their English con- 
temporaries, and one confided to me that the most 
surprising thing in England was the youth of the pro- 
fessors. When | told him their real age he was thunder- 


struck, for they were in fact rather older than the 
professors in his native country, who appeared far 
nearer senility. 

In England this retardation of seneseence appears to 
hold for groups 1, 11, and 11 of the Registrar-General’s 
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classification ; it is less obvious in group Iv, and much 
less evident in v. It seems possible that factors such 
as nutrition and exposure to the elements may play a 
part, and it might therefore be worth comparing the 
incidence of coronary calcification in group v at ages 
65-75 with groups I and 11 at ages of 80 and upwards. 
Alternatively, the hypothesis that the change is due to 
the reduction in consumption of alcoholic beverages 
might be considered. 

Department of Pathology, 

Central Middlesex Hospital, 

London, N.W.10. 
POLIOMYELITIS AND POLIOENCEPHALITIS WITH 

OPSOCLONIA FOLLOWING APPENDICECTOMY 

Smr,—Dr. Simpson suggests in his letter last week 
that the case I reported under the above title (Jan. 27) 
might have been a case of acute porphyria. He bases 
this suggestion on five features which he states are most 
unusual in poliomyelitis but typical of acute porphyria. 
I should like to point out that three of these features 
(viz., “‘ considerable delirium at the onset,’’ ‘‘ ascending 
flaccid paralysis,” ‘‘ pyrexia continuing for five to six 
weeks ’’) were not reported by me. A fourth feature 
(viz., ‘* retention of urine at an early stage ’’), as I pointed 
out in my paper, has recently been reported ‘‘ as being 
frequently encountered in the poliomyelitis patients 
both before the onset of paralysis and after.’’! My account 
of the examination of the cerebrospinal fluid contained 
only the abnormal features; there were no red cells 
present. 

There is, however, further circumstantial evidence to 
suggest that this was a case of poliomyelitis. Two 
nurses who had come in contact with this case developed 
typical poliomyelitis within the period of incubation. 

London, W.5. M. D. WaRREN. 


NURSING INFECTIOUS DISEASES 


Smr,—Dr. Stanley Banks’s letter of Feb. 3 must have 
shocked many readers in its revealing statements on the 
nursing situation in some of the infectious-diseases 
hospitals. Most especially note should be made that 
“commonly a newly qualified general-trained nurse. . . 
has admitted that she has never had any practice in 
handling a baby, or in the principles of infant feeding.” 
This becomes a double tragedy when such a nurse, 
assuming duty as a staff-nurse, finds herself trying to 
cope with 25 infants and children, all under five years of 
age, acutely ill with whooping-cough or measles. 

How is it that general-trained nurses may not obtain 
any experience in an infants department ; and how is 
it that, where a general-hospital nursing school is inade- 
quate in this respect, arrangements are not made with 
another hospital where an adequate infants department 
exists ? Heads of nurses’ training-schools have a parti- 
cular responsibility in this; no doubt arrangements are 
not always easy, but one feels that in some schools very 
limited attention may be given to this aspect of a nurse’s 
training. If it is true that general-trained nurses are 
having to face unexpected and unacceptable urgent 
nursing responsibility for infants and young children then 
the sooner it be universally recognised that a 8.R.C.N. is 
a very valuable person the better. No field of nursing 
calls for higher skill or more precise techniques than does 
the handling of acutely sick infants. Most certainly this 
is not the simple task which, even in high places, is 
sometimes assumed. 

Probably every general-trained nurse should spend at 
least six months in a children’s hospital or, if it is big 
enough, in the children’s department of the general 
hospital. The very small series of lectures in ‘‘ children’s 
diseases *’ now usually given to nurses in general training 
covers only a few general principles and momentarily 
lights up the trainee’s interest in a fascinating subject. 


1. Critchley, M., in the Medical Annual. London, 1948; p. 256. 


GEORGE DISCOMBE. 


With regard to the dilemma which Dr. Stanley Banks 
describes, of one student nurse and one ward orderly 
trying to cope with a ward full of ill children, is it not 
possible (even in an infectious-diseases hospital ’’) for 
some of the mothers or near relations to go in with the 
child and look after him or her? In these hospitals, we 
are told, there are ‘“‘ hundreds ’’ of empty beds: why not 
make some of the empty wards into temporary residential 
accommodation for the nursing parents, and especially 
for young mothers? Such an arrangement, as well as 
helping the hospital, would satisfy all the more enlight- 
ened principles of parent-child relationship in hospital. 
The experience would be of educational value to the 
mothers ; and it would give them a sense of satisfaction 
and perhaps enhanced confidence through having 
contributed substantially to their child’s recovery. 


Department of Child Health, 
University of Bristol. A. V. NEALE. 


MUNCHAUSEN’S SYNDROME 


Srr,—Munchausen’s syndrome, of which Dr. Asher 
wrote on Feb. 10, must be fairly common, since. most 
doctors working in general hospitals have met several cases, 
even allowing for some distension of the truth in their 
stories. It would not be so important were beds not so. 
short. On the contrary, in better times these cases 
provided interesting exercises in diagnostic ingenuity. 

The present problem is how to avoid wasting beds 
on them. Regional hospital boards and boards of 
governors should keep ‘‘ Munchausen lists ’’ from details 
supplied by their hospitals (some do this already). 
Should a doctor have suspicions, he could ring up the 
board. But when should we become suspicious? Being 
doctors and not detectives, few of us are suspicious at 
once. The main points are, I think, a slightly improbable 
story in a patient not sent in by a doctor. A scarred 
abdominal wall makes it easier. 

A recent early case of Munchausen’s syndrome walked 
into the receiving-room coughing blood. It started, he 
said, after a lorry crash in the north of Scotland, but 
he gave the name of the hospital in Scotland as the 
‘** Royal George.”” We thought this sounded more like 
a “pub,” and soon confirmed that no such hospital 
existed. A really difficult case may justify a search of 
the patient’s clothing ; in one case of mine this revealed 
evidence of a recent stay in prison at a time when the 
patient said he was in hospital. 

Dr. Asher has done a service in providing a concise 
name for these cases. I suggest that, when letting one 
of them take his own discharge, we tell him that we 
have found him to be suffering from Munchausen’s 
syndrome. Assuming that all casualty officers have 
read Dr. Asher’s excellent article, he might then, by 
announcing his diagnosis, cut short his stay at his next 
place of call. In spite of all this we must not forget 
that those with the Munchausen story, though tricksters, 
may yets be mentally, and sometimes physically, ill ; 
and that we who are not can, as well as being clever, 
also be kind. 


Chase Farm Hospital, 


Enfield, Middlesex. C. ALLAN BIRCH. 


Srr,—Our thanks are due to Dr. Asher for his able 
description of Munchausen’s Syndrome. I should, 
however, like to register a protest on behalf of the 
great Baron von Munchausen, who was far too wise a 
fool ever to have put himself in peril of having to undergo 
an abdominal operation ; a plausible and likable rogue, 
he would have been more likely to describe a new 
syndrome he had observed than one suffered by him. 

It is admittedly hard to improve on Dr. Asher’s name 
for the syndrome but, bearing in mind the amount of 
myth associated with these patients, their constant 
suffering, their lack of any fixed abode, their multiplicity 
of names and their apparent immortality, would it not 
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be better known as the Ahasuerus! syndrome? The 
disadvantages are that a wrong etiology and racial 
incidence may be inferred; but these objections also 
apply to the established eponym (E£dipus, without 
having caused any confusion or international mis- 
understandings. 

It is surprising that Dr. Asher has not discussed the 


treatment of this condition, yet it‘ was a compatriot of © 


von Minchausen, Till Eulenspiegel,? who emptied a 
hospital by explaining to the patients that he would 
make a universal remedy from the ashes of a sick man : 
to avoid any unnecessary waste, the sickest man would 
be burnt—the last man out when Eulenspiegel should 
call for those who had been cured to leave. A cure-rate 
of 100% was recorded, but there were unfortunately 
numerous relapses after the healer had left the district. 


Cheam, Surrey. PauL WINGATE. 
POTASSIUM DEFICIENCY IN IDIOPATHIC 
STEATORRHGA 
Sir,—The interesting case-report last week by Dr. 
Lubran and Dr. McAllen illustrates the importance of 
potassium deficiency in the steatorrhea syndrome. 
According to our experience in Birmingham, hypokalaemia 
in varying degrees of severity may be expected at some 
time in at least 20% of patients with this disorder. 
From the reported case-records it seems likely that 


hypokalemia is a common immediate cause of death. ~ 


Of the 14 fatal cases in our series, at least 7 died in this 
way; but, with the recognition of the therapeutic 
importance of potassium, 3 cases have been resuscitated 
from clinical states previously considered irreversible. 
More moderate degrees of potassium deficiency may be 
detected following rapid weight-loss and in association 
with marked muscle weakness and diminished reflexes. 
It is also probable that the excessive lassitude experienced 
by many of these patients may result from a general 
deficiency of electrolytes and of intracellular potassium 
in particular. 

Hypokalemia is not necessarily associated with 
diarrhea. Some patients have only 1-3 large bulky 
stools daily, loose but not watery. The fecal excretion 
of potassium at such times is often 5-7 g. daily. Even 
when the stools are normally formed and the patient is 
apparently well, the daily excretion often remains 
between 2 and 4 g. It may well be that one of the 
beneficial effects of a diet rich in meat is the additional 
potassium provided. 

In considering electrolyte excretion in the feces, there 
i» evidence that sodium and potassium are both 
reabsorbed and excreted from the intestinal lumen. 
Normally fecal potassium is negligible ; and it is exces- 
sive only when the body’s reserves of sodium are 
threatened, as in diarrheeas of varied etiology. In such 
states it is probable not only that reabsorption may be 
diminished but also that potassium is actively excreted. 
The low blood-pressures commonly found in these cases 
may be an expression of the unstable electrolyte exchanges 
in steatorrhea ; of 100 cases of idiopathic steatorrhcea, 
38 had at some time a systolic pressure of 95 mm. Hg 
or less, irrespective of their clinical condition. Clinically, 
the rapid gain in weight that may occur with the 
administration of potassium by mouth suggests that 
much of the potassium appearing in the faeces has been 
derived from the intracellular stores. For example, one 
patient, after losing 26 lb. in eight months, regained 
this weight: in eight weeks with oral potassium therapy. 

A protest must be made, therefore, at the assumption 
by Lubran and McAllen that failure of potassium 
absorption is the cause of the hypokalemia in their 
ease. Failure of absorption has been the traditional 


1. Ahasuerus = Cartaphilus = Buttadeus — Lakedwemus = The 
Wandering Jew. 


2. Kin kurzweilig Lesen von Dyl Ulenspiegel. Strassburg, 1515. 


explanation for deficiencies in the steatorrhosa syndrome, 
and flat tolerance curves have been regarded as proof 
positive of the theory. Evidence is accumulating that 
this simple hypothesis cannot be the complete explanation 
for many of the deficiencies encountered. 


Department of Medicine, 


University of Birmingham. W. TREVOR COOKE. 


RESULTS OF SURGERY IN SCIATICA AND 
LOW BACK PAIN 


Str,—You have created a most unusual precedent in 
publishing a scientific contribution four months before 


it was read, acknowledging the fact quite bluntly in a . 


footnote, and drawing special attention to the article 
in editorial comment. For some reason that is not 
easy to understand Mr. Burns and Mr. Young have 
thought it wise to submit to you material that was to 
have been presented to the International Society of 
Orthopedic Surgery and Traumatology next May, which 
would certainly have been the property of that society 
thereafter, and is probably their property now. It may 
be, of course, that in the circumstances the paper will 
not be read at all. Certainly most Colleges, Associations 
and Societies do not knowingly permit the reading of 
papers that have already been published long before. 
London, W.1. REGINALD WATSON-JONES. 


*,.* The authors of this paper were anxious that their 
findings sbould appear as soon as possible. When they 
sent it last October, they frankly stated that one of 
them was going to read a paper based on the same 
material at the congress of the International Society in 
May ; but they clearly did not regard this paper as the 
property of the society, nor did we think we wete infriag- 
ing the society’s rights by publishing it. In retrospect, 
however, we agree that we were not entitled, without 
the society’s permission, to give a private contribution 
the cachet attached to the use of the society’s name, and 
we regret that this permission was not asked.—Ep. L. 


CURRENCY FOR TREATMENT ABROAD 

Srr,—Since the war, shortages of foreign exchange 
have led to restrictions on the number of people going 
abroad for health reasons. Since 1947 applications for 
currency for patients to undergo medical or surgical 
treatment overseas have been considered by the Exchange 
Control Medical Advisory Committee, a panel of experi- 
enced consultants set up to advise the Treasury as to 
cases where currency should be allowed. Particulars 
are submitted through the patient’s doctor direct to the 
committee, and each case is considered individually. 
Hitherto currency has been allowed in cases where the 
treatment offered a reasonable prospect of cure and 
where the treatment could not be had in the United 
Kingdom or in another part of the sterling area. During 
the last twelve months 93% of those who applied have 
been granted currency. 

The committee is now pleased to be able to announce 
that it will be possible to relax the hitherto rigid rules 
under which applications for certain European countries 
have been dealt with. The Treasury have decided that, 
as the result of the establishment of the European 
Payments Union, of which this country is a member, 
and of Britain’s present favourable balance of payments 
position with the other members of the Union, it will be 
possible to release more currency for travel for health 
reasons in certain countries. In future, therefore, 


currency will be available for treatment in any of the 


countries listed below in cases of genuine illness, irre- 
spective of whether treatment can be obtained in the 
sterling area. Chronic ill health will be considered on 
climatic or other reasonable grounds. 

The countries are: Austria, Belgium, France, Greece, 
Italy, Liechtenstein, Luxemburg, the Netherlands, 
Portugal (including Madeira and the Azores), Spain 
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(including the Canary Islands), Switzerland, Turkey, and 
the Western Zones of Germany. 

The procedure for obtaining a permit enabling the 
patient to purchase currency remains the same: the 
patient’s doctor is asked to send a statement of the 
medical condition together with his recommendation for 
treatment abroad to the Medical Secretary, Exchange 
Control Medical Advisory Committee, Tavistock House 
North, Tavistock Square, London, W.C.1. 

The rules for applications for currency for treatment 
in countries not listed above remain unchanged, except 
that where treatment is available in countries on the 
above list currency will not be provided for a country 
not on the list. In the case of Norway, Sweden, and 
Denmark, in view of special arrangements with these 
countries, currency for travel is freely available and it 
is no longer necessary to apply to the committee ; 
applications should be submitted direct to a bank, who 
will advise on the details required. 

The members of the committee are grateful for the 
help they have received from doctors. The need for 
currency restrictions of this kind is not relished by 
anyone, but we believe the system is working fairly and 
that it enables those who genuinely require to use 
currency for overseas treatment to receive permission 
with the minimum of formality. 


Exchange Control Medical Advisory 
Committee, ‘'avistock House North, 
Tavistock Square, London, W.C.1. 


HARLEY WILLIAMS 
Secretary. 


PROSPECT OF WAR 


Sm,—In this correspondences, the psychologists make 
great play with the concept that fear and provocation 
are in full swing in both international camps and dub 
these emotions as psychopathic. There is mental con- 
fusion here, due to the two different meanings of the 
word ‘fear.’ There is nothing psychopathic in fear, 
as denoting the realisation of danger. It is, in fact, an 
essential factor in survival. Nor is it psychopathic to 
take precautions against an envisaged danger. It would 
be better to use the word “ panic’’ for irrational or 
disproportionate fear. Similarly it would be well to drop 
the use of the words provocation and paranoia to describe 
rational precautions against a clearly perceived danger. 
I see no panic fear in my countrymen in general, but it 
is plainly to be seen in some of our Professors. 

Bridlington. P.D. H. Cuapman, 


Sir,—I wonder whether your readers experience the 
same feeling of helplessness, tinged with exasperation, 
that I do when I read of the comings and goings of the 
politicians and diplomats? At the present time we 
have the sorry spectacle of the members of the United 
Nations acting as judges and counsel on their own 
disputes instead of submitting them to a real Inter- 
national Court of Justice, which men of good will 
throughout the world would honour and whose decisions 
they would be prepared to back up. Whilst there are 


good arguments against an International Police Force, - 


I do not think it would be difficult to recruit the judges 
for the above court. - 

I am inclined to think that Dr. Alex Comfort is right 
when he condemns these power-addicted men who are 
moved more by considerations of prestige than the 
desire for peace. I can see no hope for peace, unless 
the non-powerseekers combine all over the world (and 
I include the U.S.A. and the U.S.S.R.) to insist that 
‘ the politicians shall codperate or compromise or else 
clear the way for others. Such an organisation could 
be called the Society for the Prevention of Cruelty to 
People. Alternatively, politicians should be debarred 
from holding office for longer than one year, and I can 
even foresee that conscription of reliable citizens as 
M.P.s, backed by a neutral civil service, may be found 
necessary. 


LETTERS TO THE EDITOR 
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There is no logical reason why the world’s resources 
should not be assessed and exploited for the human race 
by an organisation parallel to the aforementioned inter- 
national court. It has always amazed me that as a 
profession we struggle to save the lives of a few, whilst 
the politicians can direct the destruction of many. 


Hull. a L. I. Harpy. 


Sir,—Dr. Lindsey Batten (Feb. 10) gives a moving 
and sincere analysis of the terrible predicament which 
is looming up. Yet I would wish to enlarge and modify 
his picture. 

I believe he is correct when he points out that there 
have been occasions in the past when men of good will 
simply had to fight a war. But the world situation 
today is unprecedented in the degree to which, for 
purposes of war and peace, this is ‘‘ one world.’’ No 
longer can any country’s problems be solved by war, 
because of the wholesale destruction of man’s productive 
powers which atomic war inevitably entails. The certain 
result of a world war'in this atomic era would be the 
devastation of enormous areas: those who imagine 
that on the whole their particular areas and creeds 
would emerge the stronger would do well to reflect 
that the highly industrial west is far more vulnerable 
than the predominantly agrarian east; and that the 
breakdown of western civilisation would result in the 
appearance of Communism in all the devastated countries. 
These are cogent reasons for insisting on the abandon- 
ment of war as an instrument of policy—and they are 
reasons which have never before existed. 

Kindliness, humanitarianism, ordinary productive 
work, and the fundamental satisfactions of freely 
expressing our individual talents in our social life—these 
are the values which we feel we must fight to preserve. 
But how to fight for them? Are they to be preserved 
by war which multiplies a thousandfold the situation 
in Nagasaki, where women are still aborting and giving 
birth to monsters five years after the explosion of one 
atomic.bomb? By war which will place those doctors 
(who do not think hard and courageously here and now) 
in the company of the builders of the gas-chambers, the 
war criminals, the released armament kings—which is 
already using our military personnel to teach the 
Germans how to fight under their former Nazi generals ? 

Are those the weapons which will enable our values 
to triumph? Some will answer: ‘‘ No, but we must 
seek what allies we can.’’? To say this is simply to state 
that ‘‘the end justifies the means ’’—forgetting that 
the end is destruction, and that the whole spirit of that 
remark is exactly what is held to be the menace of 
totalitarianism. Can we prevent murder by wholesale 
murdering ? 

No: the fight is on another level—that of all of us 
as reasonable individuals. We have to understand the 
insidious drift to war as well as the pathology of the 
open war-seekers. We have to appreciate the limbo of 
dulled apathetic negativity into which our organs of 
written and spoken opinion have unwittingly led us. 
A month or two ago a well-known magazine featured 
coloured photographs taken from the aeroplanes which 
showered jellied-petrol and other bombs upon Korean 
villages, and remarked upon the strange beauty of the 
scene. .. . So far have we gone along the road to megalo- 
mania, paranoia, and. perversion. Instances could be 
multiplied. 

Politicians, caught in the complicated mesh of party 
polities, cannot think straightly. 

Only ordinary decent people who are prepared to 
think, to face their consciences, and then to act—only 
these can cataly.e our recovery from this drifting 
nightmare. There are already thousands of such people 
(some of them already active in the -various peace 
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movements). ‘There must be hundreds of thousands as 
quickly as possible; once that order of magnitude is 
attained, there will be millions, and the first essential 
step to sanity will be taken with the repudiation of 
despair and destruction. Peace will break out. People’s 
heads will lift, and the men of little stature in our 
governments will suddenly realise what a_ healthy 
democracy means. 
. Action of this kind will not be easy for each of us 
(how could it be in our present situation ?). We shall 
be attacked by those fearful that we favour unilateral 
disarmament in our present plight. To them it must 
be patiently explained that we do not propose any such 
thing, but rather the public and national repudiation of 
war as suicidal, and the careful examination of schemes 
for multilateral disarmament which are already in being. 

As individual doctors, we can do a great deal to wake 
people up out of this nightmare—but there isn’t much 
time. If we do not do our utmost, we shall (even though 
dead) bear a heavy responsibility as citizens of a country 
which could have turned the scales in favour of sanity 
at a most critical moment in the history of mankind. 

I firmly believe that, as a matter of plain fact, this 
country can do it. I seek your help in the publication 
of this appeal. 


London, N.W.3. A. F. Monn. 

Sir,—We have been gratified to find, from private 
correspondence as well as from that published in THE 
LANCET, that so many colleagues share our point of 
view. Disagreement would appear to be based upon three 
premises : (1) that problems of peace and war are political 
and are not suitable subjects for a medical journal ; 
(2) that the appeal was addressed to doctors in the wrong 
countries ; and (3) that the danger of war derives solely 
from Russian aggression. In summary, our answers to 
these points are : 


1. Doctors have a social responsibility as well as 
a personal one to their patients; they have an ethical 
tradition and an international allegiance. War is a 
symptom of mental ill health. Its results include wounds 
and disease. Doctors are, therefore, properly concerned 
in preventing it. An ‘“ epidemic of trauma” requires 
prophylactic treatment as much as any other epidemic. 

2. We accept the suggestion that an appeal to doctors 
should be international in its scope. If citizens in other 
countries do not possess the same type of personal 
liberty which we have here, this does not absolve us from 
our own duty. The government and press of each country 
attribute the blame to others, but dare we assume that 
none of the responsibility is on our side? A war may 
start because either one of two parties wishes it or 
because both sides are stampeded into it by imaginary 
bogies. Each country should avoid decisions which can 
be misconstrued and should ensure that actions taken 
are determined only by real dangers. 


3. It is not, in our opinion, true that the sole danger of 
war rests with Russian aggressiveness. Clearly it would 
not be possible to reach agreement here on what con- 
stitute real threats from the East; but the nature of 

ropaganda makes it inherently likely that some, at 
east, of the publicised threats are exaggerated. More- 
over, we believe, that some recent actions of the Western 
powers may not unreasonably be interpreted by others 
as being aggressive (whatever have been the intentions 
behind them). To specify, there is the advance beyond 
the 38th parallel in Korea, the occupation of Formosa, 
the decision to build a new German army, and the 
release of Krupp and other Nazi supporters. 


Some, we recognise, will not accept these arguments ; 
but supposing they are valid, what should we, as doctors 
do? Why, for instance, could we not take seriously 
Dr. Lambert’s suggestion of a health race instead of an 
arms race? Much thought is needed before we are 
entitled to answer these questions. We therefore 
propose that a forum should be created on which 


, he took the Conjoint quali- 


a policy acceptable to. a large proportion of the pro- 
fession can be determined. We ask all who are interested 
to write to us so that they can be invited to take part in 
an exploratory meeting. 


RicHarRD 
ALFRED EsSTERMAN 


IAN GILLILAND 
24, Lansdowne Road, 
London, W.11. 


HORACE JOULES 
Duncan LEys 
LIONEL PENROSE 
MartTIN POLLOCK. 


CLARE OSWALD STALLYBRASS 
M.D. Lond., M.D. Lpool, D.P.H. 


Dr. C. O. Stallybrass was a member of the medical 
staff of the public-health department of the city and port 
of Liverpool for over thirty years. But he never allowed 
administration to take first place or to make him any- 
thing less than Locke’s “ whole, sound, round-about 
man.” First and foremost he was a good doctor, and 
he was never cribbed and confined in his chosen field 
of public health. He loved medicine, and his work was 
done in the fertile atmosphere of that tradition. 

He was born in 1881, son of the late Rev. W. C. 
Stallybrass, of Wallasey. From Birkenhead School 
he entered the University 
of Liverpool in 1898 and 


fication in 1905, graduating 
M.B. Lond. with honours 
two years later. During 
his house-appointments at 
Liverpool Royal Infirmary 
and the Maternity Hospital 
he had already become 
interested in preventive 
medicine, and BP es a year 
as R.M.O. at Parkhill Fever 
Hospital he took his D.P.H. 
In 1909 he became assis- 
tant medical officer in the 
Liverpool port medical 
service. He started a 
campaign of rat-searching 
and rat-proofing of ships, 
and his methods have since 
been copied throughout the 
world. In 1900 he took his 
M.D. Lond. in State 
medicine. 

During the 1914-18 war Stallybrass’s career at Liver- 
pool was interrupted by his service abroad as a sanitary 
officer in Macedonia and later as a specialist with the 
Serbian Army. For his work during an epidemic of 
typhus he was awarded the Order of St. Sava. On his 
return to Liverpool he was appointed an assistant 
medical officer to the city, and he became the epidemio- 
logist of the strong team headed by E. W. Hope, which 
did so much to develop Liverpool’s health service. 
Stallybrass’s Principles of Epidemiology, which first 
appeared in 1931, revealed a mind of high quality. 
It was a departure from tradition, at least in this country, 
for it was an attempt by a doctor engaged in the day- 
to-day work of a health department to bring within 
one compass the sum of contemporary epidemiological 
knowledge. With Hope, and, later with Prof. W. M. 
Frazer, he collaborated in the well-known Teatbook 
of Public Health and with Hope and Hanna he wrote 
Industrial Hygiene and Medicine. He was also lecturer 
in public health to the University of Liverpool for many 

ears. 
‘ His medicine was warmed by humanity, and it must 
have been a delight as well as a challenge to him when, 
on the transfer of the poor-law hospitals to the local 
authorities in 1929, he was entrusted with their improve- 
ment and development. The task occupied him for 
years, continuing after his appointment as deputy 
M.O.H. in 1933. He carried out the work with sympathy 
and understanding, and his sense of medical tradition 
and his integrity dissolved many difficulties. During 


{Liverpool Leily Post 
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the war years the hospitals of the city withstood the 
strain magnificently, and looking back it is clear that the 
and the are deeply in Stallybrass’s 
debt 

After he retired in 1948 he at last found time to revise 
his book on epidemiology. He continued to take a 
lively interest in the learned societies of the city, 
over most of which, including the Medical Institution, 
he had presided. is social conscience, whetted perhaps 
by his medical] work, remained keen and he was an active 
member of the Personal Service Society and the Mersey- 
side Marriage Guidance Council, and chairman of Liver- 
pool Children’s Hospitals management committee. He 
also became a crusader for a bold and intensive attack 
on tuberculosis, which he urged in his popular lecture 
when the British Medical Association went to Liverpool 
last year for its annual meeting. On this occasion 
Liverpool University gave him the honorary degree of 
M.D. He died at Clatterbridge Hospital on Jan. 28. 

A colleague writes: ‘‘ Stallybrass had an engaging 
inability to say no to requests which touched the things 
in which his heart and mind were employed. Lectures, 
articles, papers, letters—he found time and energy for 
all, without stint or loss of quality. Immersed in his 
job, he was ‘ always busy about things belonging to his 
craft.’ My most abiding impression of him is perhaps 
his eagerness. He was a tallish, thin man who strode 
along with a slight stoop forwards as though he wanted 
to see everything, and who—like an intense but not 
unwelcome Ancient Mariner—held you while he extracted 
your views on some problem, or your reaction to some idea 
or thesis of his. When he was president of the Liverpool 
Medical Institution, there seemed to be no subject on 
which he could not say something to the point. Outside 
medicine he had the same breadth and depth; the 
Twenty Club found that he was equally at home in 
stamp-collecting, archeology, music, literature, and 
mountaineering. He maintained his eager alertness of 
mind and heart to the end. A man of real quality, 
erudite, gentle, shrewd, kindly, humble, and unaggressive, 
he had the affectionate and admiring regard of his 
colleagues and many friends.” 

‘Dr. Stallybrass married Irene, daughter of the late 
Canon Wetherhead, and they had two sons. 


Births, Marriages, and Deaths 


BIRTHS 


Brnns.—On Feb. 3, at Redruth, the wife of Surgeon Lieut.- 
Commander G. A. Binns, R.N.—a@ son. 

DAVENPORT.—On Feb. 4, at St. Albans, the wife of Surgeon 
Commander J. E. Davenport, R.N.—a daughter. 

DicKson.—On Feb. 6, the wife of Dr. J. W. Dickson—a daughter. 

MATHESON.—On Jan. 28, at Bearsted, Kent, the wife of Dr. 
Kenneth Matheson—a son. 

NaGLEY.—On Feb. 9, at Farnborough, the wife of Dr. M. M. 
Nagley—a daughter. 

RING. ny Feb. 2, in London, the wife of Mr. Peter Ring, F.R.C.8. 
—as 

Scare --Oe Feb. 9, the wife of Dr. H. B. Slater—a son. 

TROTTER.—On Feb. 2, in London, the wife of Dr. J. K. Trotter— 
a son. 


MARRIAGES 


ARKLE—Bvuxton.—On Feb. 3, at High Beech, Essex, Clive Ernest 
Arkle, M.R.C.8., to Morna Annabel Buxton. 

COCHRANE—MARGETTS.—On Feb. 3, in London, Alexander Auld 
Cochrane, M.B., to Nancy Margetts. 

DoWLING—HowortTH.—On Feb. 6, at Preston, Edmund John 
Dowling, M.B., to Elizabeth Howorth, M.B. 


DEATHS 
BENNETT.—On Feb. 3, Henry Ward Bennett, M.B. Manc. 
CROSSKEY.—On Feb. 8, John Henry Crosskey, M.c., M.B. Birm., 


aged 58. 
ene; Feb. 2, Percival George Harvey, M.D. Lond. 
HreNpDRY.—On Feb. 8, James Robertson Hendry, M.B. Glasg. 
Movat.-—On Feb. 6, at Sidmouth, Janet Ainslie Shiells Mouat, 
M.B. Edin., D.P.H 
POIGNAND. —On Feb. 2. Ralph Newman Poignand, B.A., M.B. Camb., 


aged 72. 
PoPH oe —On Feb. 4,in London, Robert Brooks Popham, F.R.C.P.F., 


RapronD.—On Feb. 6, William John Radford, M.R.C.s. 

SmitH.—On Feb. 8, at St. Albans, James Smith, M.B. Edin.. D.P.H. 

TURNER.—On Feb. 5, in London, Harry Morton Stanley Turner, 
M.B.E., M.D. Durh., D.T.M. & H., F.R.S.E. 

WooprRorrE.—On Feb. 10, Anthony James Warren Woodroffe, 
B.A., M.B. Camb. 


Notes and News 


DOCTOR AND PATIENT IN NORTHERN IRELAND 


THE Prime Minister’s announcement, in October, 1949, of 
the British Government’s intention to impose a charge of up 
to ls. for prescriptions was followed in Northern Ireland 
by reports “‘ from a number of urban practices that attend- 
ances in surgeries fell off sharply for several weeks, apparently 
due to the belief that the charge would apply in Northern 
Ireland with immediate effect.” This comment is made in 
the annual report! of the Northern Ireland General Health 
Services Board, which adds: ‘‘ Allowing for people deterred 
by genuine financial need, this fall in attendances may well 
in.licate that a number of persons attend surgeries unneces- 
sarily or for trivial reasons.’ The report says that unreasonable 
behaviour by patients seems to be increasing, and it cites 
the following examples: threats to change to another doctor 
if a desired preparation is not prescribed, or if a certificate 
of incapacity for work is not supplied; irresponsible or 
thoughtless transfers to other doctors who are thought to 
be more generous in supplying prescriptions or certificates ; 
failure in non-urgent cases to adhere to the proper surgery 
hours; unnecessary and inconsiderate requests for visits 
made late in the day or at night; attempts to obtain emer- 
gency treatment at inconvenient hours from doctors other 
than the patient’s own doctor when no real emergency exists, 
in order to save the patient trouble; refusal to follow-a 
doctor’s instructions; and failure by patients who have 
complained against their doctor to appear at service committee 
investigations. 


TERMINATION OF PREGNANCY 


Women who feel they have reasonable medical grounds for 
seeking the termination of pregnancy are often at a loss to 
know how to proceed. The Abortion Law Reform Association 
wish to inform them of the proper course to pursue, and of the 
wider interpretation of the law for which recent decisions in 
the courts give precedence. The proper course, they can 
now say, is for the woman to consult her general practitioner 
and put before him the physical and mental grounds for her 
request. If he regards the request as reasonable he should 
take a second opinion, and if this opinion is also in favour 
of terminating the pregnancy he should arrange for a com- 
petent surgeon to perform the operation. Judgments in the 
Bourne and Bergmann-Ferguson cases give legal precedents 
to show that it is legal for a patient to ask her doctor for a 
termination of pregnancy, legal for the doctor to consider 
the request, and if he endorses it to get a second opinion, 
and legal for a surgeon to act on such opinions and to operate 
if these opinions are based on the preservation of the life or 
the health of the woman and are given in good faith. 


EMPLOYMENT FOR THE BLIND 

** AN employer has to make his business pay, and no plan for 
placing blind people in industrial employment can hope to succeed 
on any other basis than that the blind worker can and should do a 
full week’s work in return for a full week’s wage.’ 

These words are the keynote of the report * of the Working 
Party set up by the Ministry of Labour who have been 
considering the facilities for employing blind people. The report 
recognises blindness as a handicap, but as a handicap which 
ean be, and often is, overcome. There are about 87,000 
registered blind persons in Great Britain, of whom 36,400 are 
within the norma] working age-range of 16 to 65. Of these, 
about 11,000 are employed or training for employment. 
Among the remaining 25,000 of working age it is estimated 
that*about 3000 would be capable of doing a job. To give 
them their chance, the Working Party recommend the expan- 
sion of facilities for training and of services for finding suitable 
jobs. Another way to help is, they suggest, by breaking down 
prejudices against the employment of blind people in open 
industry, as distinct from sheltered workshops. In the last 
10 years at least 3000 blind people have been placed in normal 
jobs. Light engineering, shorthand and typing, telephone 
switchboards, and physiotherapy are all jobs at which they 
have proved their worth. The care of the blind, the Working 
Party hold, offers scope to both public and voluntary bodies, 
and the best results will probably be achieved by joint 
endeavour. 


1. Northern Ireland General Health Services Board: Second 
Annual Report, for the Year 1949-50. Issued by the Board, 
9, Upper Queen Street, Belfast. Pp. 38. 1s. 

2. H.M. Stationery Office. 1951. Pp. 72. 1s. 9d. 
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BEHIND THE SCENES WITH SHAW 


SECRETARIES of great men seldom remind us we may make 
our Jives sublime. Those who see the prophet off duty, knit 
his mittens, endure his wilfulness, and smile to themselves at 
his foibles are inevitably more aware of the moss and stone- 
crop on the colossus than of the noble proportions best seen 
from a distance. Miss Blanche Patch! knew Shaw only as 
an ageing man, his wilfulness and foibles gaining on him as 
they must on even great ancients; and her stories of him, 
though kindly and well told, are mainly trivial. All the same 
they give some idea of the last quiet years, when, as she says, 
“he was bored with us all and eager to be gone,”’ when the 
brilliant talker wished to stop talking, and the only passion 
left to him was work. Some things she tells us which no-one 
else could, or perhaps would. There is a charming section on 
his postbag, and a good deal, of rather specialised interest, 
about his diet. His relations with his doctors were more 
reasonable than we have been led to suppose. She admits he 
was attracted by osteopaths, faith-healers, and any form of 
yoga ; but, on the other hand, when a doctor succeeded in 
convincing him that extract of pig’s liver would cure his 
pernicious anemia he placed himself in the doctor’s hands and 
was entirely obedient. On the whole, he listened equably to 
what his doctors had to say and then used his own judgment 
—which after all is what most doctors do themselves when 
they are ill. 


A VERONESE FOR WESTMINSTER HOSPITAL ? 


For some months Paolo Veronese’s Resurrection has been 
hanging over the altar in the Westminster Hospital chapel 
on loan from its present owners. The governors of the hospital 
now have the opportunity to buy the picture for use in 
perpetuity in the chapel. They will give up to half the cost 
from their discretionary funds if the remainder is subscribed. 
Donations should be sent to the Rev. C. Hildyard, 2, The 
Cloisters, Westminster S.W.1. 


University of Oxford 


In a congregation held on Feb. 6, the title of clinical lecturer 
in the university was conferred on the following : 


D. A. Abernethy, surgery; R. W. Armstrong, psychiatry ; 
A. D. Carleton, diseases of the skin; A. M. Cooke, medicine ; 
D. C. Corry, surgery; A. Elliot Smith, surgery; F. G. Hobson, 
medicine ; - Kemp, radiology; Sir William MacArthur, 
tropical medicine ; R. G. Macbeth, diseases of the ear, nose, and 
throat ; P. C. an medicine ; W. Ritchie Russell, neurology ; 
J. C. Scott, surgery ; V. Smalipeice, diseases of children ; . J. de 
Stallworthy, obstetrics and gy necolesy i ; W. Stobie, diseases of 
the chest (till Sept. 30, 1954); W. B. Foley, orthopedic surgery 
(till Sept. 30, 1955). 


University of Liverpool 
At recent examinations for the diploma in tropical medicine 


and hygiene the following were successful : 

G. G. Bisley, 8.-C. Cheng, J. Devota, Z. Galis, R. T. Kakade, 
M. Postiglione, S. K. Rana, P. H. E. Smith, B. Teelock, P. A. 
Varasoonthrosoth. 

Dr. 8. K. Rana and Dr. P. H. E. Smith have been recom- 
mended for the Milne medal in tropical medicine, and 
Dr. P. H. E. Smith for the Warrington Yorke medal in 
tropical hygiene. 


Royal College of Surgeons of England 
At a meeting of the council on Feb. 8, with Sir Cecil Wakeley, 
the president, in the chair, the Hallett prize for 1951 was 
awarded to Dr. M. W. Reece. 
Diplomas of membership and diplomas ‘in public health 
were awarded to those named in our report of the council 
of the Royal College of Physicians (Lancet, Feb. 3, 1951, p. 297). 


University of Malaya 

Dr. B. H. Sheares has been appointed to the chair of 
midwifery and gynecology. 

Born in 1907 in Singapore Dr. Sheares qualified from King 
Edward VII College of Medicine, Singapore. He came to this 
country in 1947, on a Queen ’s fellowship, for a year’s postgraduate 
study, during which he took the membership of the Royal College 
of Obstetricians and Gyneeologists. Since his return to Singapore 
he has acted as head of the department of midwifery and gynecology. 


Ross Institute of Tropical Hygiene 


The annual course for laymen will be held at the institute, 
Keppel Street, London, W.C.1, this year from Monday, 
July 23 to Friday, July 27 inclusive. 


1. 30 Years with G.B.S. London: Gollancz, 1951. Pp. 256. 12s. 6d. 
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Noah Morris Memorial Lecture 


The first Noah Morris lecture will be given by Dr. H. P. 
Himsworth in the chemistry department of the University of 
Glasgow at 4.30 p.m. on Wednesday, Feb. 28. He will speak on 
Nutritional Factors in Liver Disease. 


General Medical Council Elections 

Nominations for 2 Scottish medical representatives, 1 Irish 
representative, and 8 English representatives (including 1 
living in Wales) should be sent to the council on or before 
Feb. 28. Further particulars were given in our advertisement 
columns last week. 


British Association of Forensic Pathologists 

This association has lately been formed with a membership, 
covering both England and Scotland, of people teaching 
forensic medicine and engaged in the practice of the subject. 
The president is Sir Sydney Smith and the secretary is Dr. 
Francis Camps, 79, Harley Street, London, W.1. 


Swiss Society of Internal Medicine 

This society is holding its 19th annual meeting at Chur 
from June 1 to 3. The programme includes discussions on the 
pathology and treatment of nephritis and on the treatment 
of hypertension. Further particulars may be had from Prof. 
Eric Martin, Policlinique Médicale Universitaire, Avenue du 
Mail 2, Geneva. 


Congress on Tuberculosis and Diseases of the Chest 

A conference on this subject has been called during the 
Festival to show the work of men and women from Great 
Britain and to stimulate discussion. It will be held in Oxford 
from July 16 to 21 and is sponsored by the Faculty of Radio- 
logists, the Society of Thoracic Surgeons, the Tuberculosis 
Society of Scotland, the Society of Medical Officers of Health, 
the British Pediatric Association, and the British Tuberculosie 
Association. The speakers will include Dr. Mare Daniels and 
Dr. Margaret Macpherson (Tuberculin Surveys); Dr. A. Q. 
Wells and Dr. J. Young (Vaccination with the Vole Bacillus) ; 
Dr. Honor Smith and Prof. R. 8. Illingworth (Treatment of 
Tuberculous Meningitis); Dr. J. W. Crofton, Dr. L. E. 
Houghton, and Dr. Christopher Clayson (Present Position of 
Chemotherapy in Tuberculosis); Mr. A. L. d’Abreu and Dr. 
J. H. Hutchison (Bronchiectasis in Children); Dr. J. E. 
Geddes (Rehabilitation and Resettlement) ; Mr. R.C. Brock, 
Mr. Price Thomas, Mr. Oswald Tubbs, and Mr. Holmes 
Sellors (Cardiac Surgery); Dr. C. M. Fletcher (Pneumo- 
coniosis) ; r. F. H. Young, Mr. Ronald Edwards, and Mr. 
V. C. Thompson (Pulmonary Resection for Tuberculosis). 
Further particulars may be had from the hon. secretary, 
Dr. Stephen Hall, 16, Grosvenor Place, London, 8.W.1. 


Meeting of W.H.O. Executive Board 

The meeting of this board, which opened at Geneva on 
Jan. 22 (see Lancet, Feb. 3, 1951, p. 297; Ibid, Feb. 10, 
p. 357) ended on Feb. 5. On Feb. 1 the board agreed to 
recommend to the fourth World Health Assembly (to be held 
at Geneva in May) a budget for $7,677,000 in 1952. This 
is a compromise between the original proposal for a $8,380,000 
budget put forward by Dr. Brock Chisholm, the director- 
general, and the recommendations of the standing committee 
on administration and finance. The board unanimously 
decided to allocate $50,000 worth of medical supplies to 
Turkey, to prevent epidemics among Turkish refugees from 
Bulgaria. The Turkish government had declared that Turkey 
had been asked to admit within ten to twelve months 250,000 
members of the Turkish minority living in Bulgaria. About 
60,000 immigrants had already arrived, and about 1000 
refugees were crossing the frontier every day. The board 
also agreed to recommend for approval by the World Health 
Assembly a four-year plan for world health. This plan, 
which covers the period 1952-55, will provide a framework 
in which the detailed annual programmes of W.H.O. will 
be developed. Major headings are: strengthening of public- 
health administrations; expansion and improvement of 
training resources for health personnel of all categories ; 
and development of permanent world-wide services and 
projects in coéperation with other agencies. 

The Darling foundation prize has been awarded to Prof. 
H. E. Shortt, F.r.s., and Dr. P. C. C. Garnham for their 
joint work on the life-cycle of the malaria parasite-in man 
and the monkey. Prof. René Sand, of Belgium, has been 
nominated for the Léon Bernard foundation prize. 


| 
| 
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Sickness Records 

The Institute of Actuaries is holding a meeting in the hall 
of the Chartered Insurance Institute, 20, Aldermanbury, 
London, E.C.2, on Monday, Feb. 26, at 5 p.m., when Mr. F. H. 
Spratling, F.1.a., and Mr. F. J. Lloyd, r.t.a., will speak 
on Personnel Statistics and Sickness-absence Statistics. 


Horse Shoe Club 

A meeting of this club, which was formed in 1932 to foster 
friendship and the exchange of medical research and clinical 
workers between America and Great Britain, will be held on 
Thursday, Feb. 22, at 5 p.m., at 11, Chandos Street, London, 
W.1, Dr. Geoffrey Bourne will be in the chair. 


Use of the Film in Medical Teaching 

The Royal Society of Medicine and the Scientific Film 
Association are holding a demonstration and discussion on 
this subject on Monday, Feb. 19, at 5 p.m., at 1, Wimpole 
Street, London, W.1. The openers are Prof. K. J. Franklin, 
Prof. Robert Cruickshank, Dr. P. Cardew, Dr. G. Loxton, 
and Dr. Brian Stanford. 


The Medical War Relief Fund 

From September, 1949, to August, 1950, the distribution 
subcommittee of the fund made 26 awards, of which 23 
were gifts and 3 were loans, amounting in all to over £3000. 
Most of the awards were for the education of children whose 
fathers had been killed in the war. Help was also given to 
doctors who had suffered financial hardship as a direct result 
of the war and had found difficulty in re-establishing them- 
selves in practice. Since the fund was started £19,000 has 
been voted in loans. The fund has a balance of £15,000, and 
while it is expected that some of the beneficiaries, especially 
the younger children, will need continued help, the committee 
thinks it unnecessary for the time being to invite further 
contributions. Mr. F. A. Juler has succeeded Dr. C. L.Batteson 
as honorary treasurer, and Dr. A. V. Kelynack succeeds Dr. A. 
Macrae as honorary secretary. - 


Courses for Health Workers from Overseas 

The first of the British Council’s courses for visitors from 
overseas this year will be on industrial medicine. It is being 
planned with the help of Dr. R. E. Lane, Nuffield professor 
in the department of occupational health in the University of 
Manchester, and will be held in Manchester and Birmingham 
from March 1 to 20. Another course, on port health and 
sanitary control, will be held from April 23 to May 4 under the 
direction of Dr. M. T. Morgan in London and of Prof. W. M. 
Frazer and Dr. Edward Peirce in Liverpool. There will also 
be a course on rehabilitation and resettlement of the disabled 
in London from Oct. 15 to Nov. 7 under the direction of 
Dr. Harold Balme. There are also to be courses on public 
health (London and Leeds, Sept. 9-23) and water pollution 
(London and Birmingham, May 21-June 2). Medical pub- 
lishing will be included in a course on book production and 
publishing (Edinburgh and London, April 5-20). 


Travelling Fellowships 
The Medical Research Council invite applications dl the 
following travelling fellowships for 1951-52: 


Rockefeller Travelling Fellowships in Medicine.—These fellowships 
are intended for graduates resident in this country who have had 
some training in research work in clinical medicine or surgery, or 
in some other branch of medical science, and who are likely to profit 
by a period of work at acentrein the United States or elsewhere ab’ 
before taking up positions for higher teaching or research in the Unite 

ngdom. The stipend of fellowships tenable in the United States 
will be $2600 per annum for a single fellow, and $3600 for a married 
Fellow. 

Dorothy Temple Research Fellowships in Tuberculosis. 
—The object of the Cellowships is to give opportunities for study 
or research to qualified British subjects of either sex “ inten 
to devote themselves to the advancement by teaching or research 
of curative or preventive treatment of tuberculosis in all or any 
of its forms.” The fellowships will, as a rule, be awarded to 
candidates who wish to work outside the United Kirigdom. The. 
stipend of fellowships will be £650°per annum for a single fellow, 
and £900 for a married fellow. ¢ ; 

Alexander Pigott Wernher Travelling Fellowships and Grants. 
—These awards are intended for qualified medical graduates with 
some experience of research in ophthalmology or otology. In 
general, fellowships will be offered for periods of up to a year for 
specific research purposes, but grants may also be given for short- 
term visits abroad te study methods of investigation and treatment. 
Fellowships will provide for maintenance allowance and travelling 
expenses, whereas grants will ordinarily cover travelling expenses 
only. 


Forms of application may be had from the secretary of 
the Council, 38, Old Queen Street, London, S.W.1, and must 
be returned not later than May 1 


Laboratory Animals Bureau 

The annual congress of the bureau will be held at the 
University of Liverpool on Monday and Tuesday, April 9 
and 10. Sir Henry Cohen, F.R.c.P., will open the congress, 
and Prof. RK. E. Glover will be in the chair. The speakers 
will include Dr. J. W. Howie. Requests for invitations to 
the congress should be addressed to the Director, Laboratory 
Animals Bureau, Medical Research Council Laboratories, 
Holly Hill, London, N.W.3. 

Lord Haden-Guest has been been appointed a Lord-in-waiting 
to.the King. 


Prof. Leslie Banks is making a lecture tour of Middle East 
countries, arranged by the British Council. He is to visit 
Iraq, Persia, Syria, and the Lebanon. 


Prof. Henry Barcroft is visiting Pakistan, under British 
Council arrangements, to study the development of preclinical 
medical training facilities. 

CorRIGENDUM.—Lady Wood informs us that Dr. George 
Cathcart, whose obituary we published on Jan. 20 (p. 177), 
took no formal part in the Queen’s Hall Promenade Concerts 
beyond finding the cost of instituting the low French pitch. 


Appointments 


cCOLLUM, D. H., M.B. Belf.: appointed factory doctor, Penkridge 
district, Stafis. 


MANUWA, O.B.E., M.D. Edin., F.R.C.S.E., D.T.M. & H.: 
director of services, Nigeria. 


Diary of the Week 


FEB. 18 TO 24 


Monday 19th 
UNIVERSITY Theatre, Gower Street, W.C.1 
45 p.M. Mr. C. J. O. R. Morris, PH.D.: Separation "Methods in 
Biochemistry or irst of three lec tures). 
INSTITUTE OF NEUROLOGY, National Hospital, in Square, W.C.1 
5 PM. Dr. A. Subirana (Barcelona): Temporal Lobe and 
Cerebral Dominance. 
INSTITUTE OF PSYCHIATRY, Maudsley Hospital, Denmark Hill, 
S.E.5 


5.30 P.M. Dr. E. Stengel: Lecture demonstration. 
MEDICAL Society OF LONDON, 11, Chandos Street, W.1 
8.30 P.M. Dr. 8. Cochrane Shanks: Influence of Radiology 
on the Diagnosis of Abdominal Disease. (lirst Lettsomian 
lecture.) 
Tuesday, 20th 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of Hygiene, Keppel Street, W.C.1) 
Dr. G. W. Harris: Neural Control of the Pituitary Gland. 
mate OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 


5 P.M. Dr. R. T. Brain: The New St. John’s Hospital Pharma- 


copia. 
CHADWICK LECTURE 
2.30 P.M. (26, Portland Place, W.1.) Brigadier A. E. ane. : 


History of Poliomyelitis in England and Wal 
Wednesday, 21st 


INSTITUTE OF DERMATOLOGY 
5 pM. Dr. R. W. Riddell: 
INSTITUTE OF OPHTHALMOLOGY, J 
5.30 P.M. Mr. Geoffrey Knight : 
Syndromes. 
NORTH WEST METROPOLITAN REGION MENTAL DEFICIENCY SOCIETY 
8 P.M. (Harperbury Lane, Shenley, near 
St. Albans, Herts.) hillipson, M.A.: Clinical 
Applications of Modern P Projection Tests. 


Thursday. 22nd 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 p.M. Mr. F. G. Hollands: Malignant Disease of the Urinary 
Bladder. (Hunterian lecture.) 
Royal ARMY MEDICAL COLLEGE, Millbank, S.W.1 
5 P.M. Dr. Frank Howitt: Rehabilitation. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
Prof. E. os Dodds, F.R.S.: Sex Hormones. 


(26, Portland Place, W.1.) Sir Sydney - —. The 
Medico-Legal Institute and the Problem of Crim 
LIVERPOOL MEDICAL INSTITUTION, 114, — Pleasant, Liverpool, 3 
8 P.M. Dr. Robert Hughes, Dr. W. S. Holden : Percutaneous 
Cerebral Angiography. 
UNIVERSITY OF ST. ANDREWS 


Mycology. 
udd Street, W.C.1. 
Diagnosis of Parasellar 


5p.M. (Medical School, Small’s Wynd, Dundee.) Dr. J. Sturrock, 
F.R.C.O.G. : odern Trends in Gynsecology. 
Friday, 23rd 


INSTITUTE OF OPHTHALMOLOGY 
30 Mr. A. Lister: Treatment of Congenital Glaucoma. 
SocrETY FOR THE STUDY OF VENEREAL DISEASES, 
, Chandos Street, W.1 
8 bs “4 Dr. Pierre Durel: Current Treatment of Veneral Diseases 
in France. 
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SULPHATRIAD’.. 


The solubility in the urine of three sulphonamides administered 
together is considerably greater than that of one sulphonamide 
in the same total dosage. The risk of crystal deposition and its 
attendant danger of renal damage has been largely overcome 
by the use of such mixtures of sulphonamides. 


The bacteriostatic activities of the three components of 
*Sulphatriad ’ brand compound sulphonamides are additive, 
whereas the danger of crystalluria is only as great as if each 
component had been administered separately in the same 
partial dosage. 


*SULPHATRIAD ’ is supplied as follows 
Tablets: containers of 25, 100 and 500 x 0:50 gramme 
Suspension: containers of 4 and 40 fl. oz. 
(each tablet or each fluid drachm of suspension contains 
sulphathiazole 0-185 gramme, sulphadiazine 0-185 gramme, 
sulphamerazine 0-130 gramme) 


manufactured by : 


MAY & BAKER LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LID. DAGENHAM © 
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hospital 
boards 


ORMICA 


REGISTERED TRADE MARK 


Why 


praise 


Bench top.surfaced with Buff Linette FORMICA in the Pharma- 
ceutical Manufacturing Laboratory at St.Thomas’s Hospital. 


Wherever Formica has been fittedin hospitals, bothstaffand management have express- 
ed their enthusiam for its superiority over other materials. Here are their reasons: 


FORMICA 
FORMICA 
FORMICA 
FORMICA 
FORMICA 


is hygienic because it has a hard, smooth surface that cannot hold dust or germs. 

is unaffected by acids and alkalies in everyday use, alcohol and spilt foods. 

is easily cleaned by a wipe with a damp cloth. 

resists temperatures up to 120°c, abrasion and heavy impact. It does not crack or craze. 


needs little maintenance, never needs renewal. Its first cost is the last cost. 


Please write for full information about FORMICA to :— 
THOMAS DE LA RUE & CO LTD 
PLASTICS DIVISION - IMPERIAL HOUSE 
84/86 REGENT STREET LONDON WI 


* ‘‘ Formica" is a registered trade mark and De La Rue are the sole registered users. 
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shoes by START-RITE 


‘Inneraze’ shoes for children are to the Orthopaedic 
Surgeon as commercial sutures to the general surgeon. 

Supplied on medical prescription only, they incor- 
porate the necessary surgical alterations for the 
treatment of flat feet (pronation) . . . by means of 
in-built wedging. The wedge is an integral part of 
the shoe, and is located between the inner and outer 
These alterations are uniform . . 
distortion and consequent uneven wear . 
mar the appearance of the shoe. 

The Surgeon is relieved of the necessity for checking 
up that the “‘ alterations ” are those that are needed, 
and of time-consuming supervision after each repair. 


These cross-sections show the built-in wedge in 
position and the buttressed heel. The thickness of 
the wedge is 4” or 4” according to size of shoe. 


For names and addresses of the Start-rite dealers from whom 
* Inneraze’ shoes can be obtained please write to :— 


sole. 


The Managing Director, James Southall & Co. Litd., 
34 St. George Street, Hanover Square, London, W.1. 


. avoid shoe 
. . do not 


POST-TONSILLECTOMY 
COMFORT THROUGH 
SSALIVARY ANALGESIA’ 


The pain of traumatized tissues following tonsil- 
lectomy demands its own relief—and points the 
need for analgesia that quickly reaches the 
irritated area. 

ASPERGUM provides ‘salivary analgesia’ through 
the simple act of chewing—it brings pain-relieving 
acetylsalicylic acid into intimate and prolonged 
contact with the tonsillar region, seldom reached 
even intermittently by gargling. 

The rhythmic stimulation of muscular action 
also aids in relieving local spasticity and stiffness 
—more rapid tissue repair is promoted. 

Each pleasantly flavoured chewing gum tablet 
provides 3} grains acetylsalicylic acid, permitting 
frequent use. Particularly suitable for children. 


Aspergum 


for more than two decades a dependable 
and welcome aid to patient - comfort 


Ethically promoted in packages of 16 tablets and 
moisture proof bottles of 36 and 250 


WHITE LABORATORIES LTD., 
428, SOUTHCROFT ROAD, LONDON, S.W.16 


Once again you can prescribe 


VICHY- 
CELESTINGS 


WORLD-FAMOUS FRENCH SPA WATER Goal 


Bottled as it flows from the Spring 


Holding an undisputed place in the 
therapeutics of rheumatism and 
arthritis, as well as in disorders of 
the digestive and urinary tract, 
Vichy-Celestins is once more 


available in clinical practice. 


Sole Agents in the United Kingdom : 


INGRAM & ROYLE, 
50 Manchester St., London, W.1 
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SEDATIVE 
MEDICATION 


for Children & Adults 


*“RHYSO-VAL" 


A synergistic combination of pure valerian extract 
and minimal doses of carbromal B.P.C. producing 
an enhanced therapeutic effect. Free from odour | 


or taste, each dragée contains valerian extract 


equivalent to 30 minims Tinct. Valerian B.P.C. 
and carbromal B.P.C. 4 gr. 
% FREE FROM BARBITURATES 
% NO SECONDARY REACTIONS 


% NO CUMULATIVE EFFECT 
%& NO KNOWN CONTRA INDICATIONS 


Medical literature and samples on request 


COATES & COOPER LTD 


PYRAMID WORKS 


WEST DRAYTON MIDDLESEX 


Against 
exhaustion 


The energising and therapeutic effect of 
glucose is available in a most acceptable form in 
LUCOZADE. 


Whereas ordinary glucose preparations may 
have a sickly and even nauseating effect on the 
palate, LUCOZADE is remarkably refreshing. 
Once iy it is never refused. 


This pleasing 
characteristic 1s of the 
greatest value in treating 
cases of shock, physical 
exhaustion and 


ingestion. 
to 23% wiv. Liquid 


glucose therapy} 
LUCOZADE 


requiring glucose 
in solution equivalent 
LUCOZADE LTD., GT. WEST RD., BRENTFORD, MIDDX. 


M.17 
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VALERIAN DRAGEES | 


| ‘TONSILITIS > INFLUENZAL COLDS - ACUTE RHEUMATISM | 


CONTROL 


In febrile states associated with Acute Rheu- 
matism, Tonsilitis and Influenzal Colds, diaphoresis 
with subsequent drop to normal temperature and 
relief from painful symptoms may be expected 
through the systemic administration of HYPON 
TABLETS in conjunction with the usual prescribed 
rest. 


HYPON TABLETS are 8 grain tablets, 
formulated to provide the synergistic action of 
Acetylsalicylic Acid, Phenacetin, Codeine Phos- 
phate, Caffeine and Phenolphthalein. 


Rapid and complete disintegration ensures 
full therapeutic effect. Side effects of depression 
and constipation are avoided. 


HYPON TABLETS are not advertised for 
sale to the public and are available on prescription. 


FORMULA 
Acid. Acetylsalicyl. 40.22% : Phenacet. 48.00% 
Caffein. 2.00% : Codein. Phosph. B.P. 0.99% 
Phenolphthal. 1.04% Excip. 7.75% 


Each Tablet 8 grains 


TABLETS 


Literature and Samples available on request 


CALMIC LIMITED (Manufacturing Chemists) 
CREWE HALL - CREWE: Tei. CREWE 3251 (5 lines) 
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IN SINUSITIS AND CATARRH: 


J (a) LIPOID 
SENSITIZATION 
You can safely prescribe ARGOTONE— 
the only stable solution of Silver Vitellin and 
Ephedrine Hydrochloride in Normal Saline. 
A constant pH value is given by 


a special process for which few dispensing chemists 
have the facilities. 


‘A stabilised compound of Silver 
Vitellin 1%, Ephedrine Hydro- 
chloride 0.9%, in Normal Saline 
NASAL DROPS 
Free Medical samples and literature from 


RONA LABORATORIES LTD + 159 FINCHLEY ROAD « LONDON N.W.8 


PHILIPS 


DIRECT WRITING 


Single Channel 


ELECTROCARDIOGRAPH 


Inset 
showing writing 
-A Portable Direct Writing Electrocardiograph 
The “‘CARDIOLUXE” The record appears immediately as a clearly 


direct-writing electrocardio- defined black tracing on a white background with- 
graph has been specifically designed to out further processing. An extended frequency 
meet the urgent needs of the doctor in private response and complete freedom from A.C. 
practice or in the cardiac department of busy interference ensures a record of the highest 
hospitals where time is an all-important factor. fidelity even under the most adverse conditions. 


@ PHILIPS ELECTRICAL 


LIMITED 


ELECTRO MEDICAL APPARATUS - X-RAY EQUIPMENT FOR ALL PURPOSES + LAMPS & LIGHTING EQUIPMENT + RADIO & TELEVISION 
RECEIVERS - SOUND AMPLIFYING INSTALLATIONS 

€LECTRO MEDICAL DEPT. PHILIPS ELECTRICAL LTD., CENTURY HOUSE, SHAFTESBURY AVENUE, sean eee 
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LEADWORK FOR RADIOACTIVE PROTECTION 


MATTHEW HALL 
& CO. LTD. . 

26-28 Dorset Square 
London, N.W.1 
PADdington 3488 


Originality plus Epiciency 


Be 


} 


postcard 
will bring you 
full details of 
BROOKS APPLIANCE. 


New ideas for the control of hernia. No misdirected pres- 
sure but complete security -with comfort. Made to indi- 
vidual measurements with no fear of misfit. Automatically 
adjusted control with air pads which are made in many 
sizes and shapes. Specially woven bands ensure day and 
night wear. A special department makes Brooks trusses 
for unusual or difficult cases. Full particulars on request 


BROOKS APPLIANCE CO., LTD. 


80, CHANCERY LANE, LONDON, W.C.2 
HILTON CHAMBERS, HILTON STREET, 
STEVENSON SQUARE, MANCHESTER, | 
66, RODNEY STREET, LIVERPOOL, | 


SURGICAL 
INSTRUMENTS 


Gowlland brand Surgical Instruments are 
characterised by their high quality of design 
and construction, untarnishable chromium- 
plated finish and very moderate prices. 


Years of trouble-free service can be relied 
upon for normal usage, the instruments are 
beautifully made, have been carefully designed 
and developed throughout the years and 
are interchangeable. Obtainable from all 
Surgical Instrument Suppliers. 


Made in England 


appl 
CARRIERS FOR HIGH - NSU Ge 
4 
LEAD HOUSINGS FOR HIGH INTENSITY RADIO-SOTOPES : 
(8164) 
= 
ekctric diagnostic instruments 
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GLUCOSE 


and the doctor's prescription 


From time to time Doctors will wish to prescribe 
pure medicinal glucose as distinct from the many 
forms of glucose which contain mineral and vitamin 
additives. The simplest method of ensuring that no 
confusion arises in the chemist’s mind is by pre- 
scribing “Dextrosol’? Brand Powdered Glucose. 
Descriptive literature will be sent to Doctors or 
Nurses on request. Special hygienic lever-lid tins con- 
taining 7, 14 or 28 lb. are supplied for hospital use. 


* 

The word Glucose is used to refer to a group of 
sugars in varying degrees of conversion between 
starch and dextrose. It is in the form of dextrose that 
the conversion has been carried to that complete 
stage which admits of assimilation without digestive 
effort. Pure dextrose is identical with the sugar of 
the blood and tissues and, on administration, is 
immediately available as a source of heat and energy. 


DEXTROSOL 


BRAND POWDERED GLUCOSE 


The Doctor's Prescription for Pure Medicinal Glucose 


Manufactured and packed by 


CORN PRODUCTS COMPANY 
WELLINGTON HOUSE, 125-130 STRAND, LONDON, w.C.2 


A member of the Brown & Polson Group. 


. . so much better 
PLAYER'S N°3 
Quality Cigarette 


[3P 1o4cl 


FLOOR POLISHER 


Hygiene and speed are your prime considerations. Your floors can 
be spotless and beautifully polished, without smears or patterns, 
faster and without weary hours of hand polishing . . . economise in 
time and labour costs—the JUNO is ideal for Waiting Room and 
Surgery use. Gets closer into corners, and current consumption 
is only 230 watts. Gleaming Chrome £22 6s. 3d. (tax paid). 
Chocolate Enamel £19 13s. 9d. (tax paid). 


For larger floor areas the OCO floor polisher is unsurpassed. 


== as. ~~ 

| 

\\ | 
x ALB | 
oot? arte 

ay // 7 
4 

UNO®: 4 

je 
\ | 
| 

cs iL THIS NG co. 
ENGINEERN Coley: mid cor \ 

27 
| 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[Fes. 17, 1951 


Telephone : HOLborn 1342 
ASSOCIATED CLINICAL AND 
ANALYTICAL LABORATORIES LTD. 
Staple inn Buildings (South), 335, HIGH HOLBORN, LONDON, W.C.! 


CHEMICAL ANALYSES 
CLINICAL EXAMINATIONS 


THE PSYCHONEUROSES & NEURASTHENIA 
BOWDEN HOUSE 
HARROW-ON-THE-HILL 
Est. 1911 Tel. BYRon 1011 
(Incorporated Association not carried on for profit) 

Private Nursing Home in pleasant surroundings, providing a high standard 
of individual care and treatment of nervous disorders in Men and Women. 

All patients have separate rooms and begin with a Diagnostic week, when 
clinical, pathological and radiological investigations are made. Modern 
treatments available. 


HELWAN, EGYPT 


RADIO-ACTIVE SULPHUR BATHS AND MINERAL SPRINGS 


Rheumatic, Kidney, and Heart Cases Benefit. World Renown. 
Perfect Climate. English Rest Home. All modern comforts. 
Medical treatment if desired. 


Full particulars, H. E. S. Sriven, M.D. (Cantab.), 
REGENT HOUSE, HELWAN, EGYPT. 


ROBUTTI CLINIC 


ALASSIO, ITALIAN RIVIERA 

Superbly situated Private Clinic for the care and treatment 
of physical and psychosomatic illness (including asthma and 
anxiety states) ; also for convalescence and high-protein diet. 
X-rays, physical therapy, &c. English and Italian speaking 
ph icians and nurses. Medical Superintendent : Renzo Deaglio, 

-D. Matron : Miss Rosina Robutti. Consulting Physicians : 
Carl Lambert, M.D., and Philip Strang,.M.R.C.P. 

Inquiries : Secretary, 3, Upper Brook Street, W.1. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. 

Terms from £9 I5s. 6d. per week 
Full particulars from SecrETARY, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTER. 
one: Witcombe 218! Telegrams: ‘Hoffman, Birdlip” 


SPRINGFIELD HOUSE 
Phone: BEDFORD 3417 Near BEDFORD 


For Mental Cases with or without Certificates 
Fees from Seven Guineas per week (including Separate Bedrooms 
for all suitable cases without extra charge) 

For forms of admission, &c., apply to the Resident Physician, 

CEpRIC W. BOWER. 
INTERVIEWS IN LONDON BY APPOINTMENT 


NORTHUMBERLAND HOUSE 


Green Lanes, Finsbury Park, N.4 
A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of aceess from all parts, 
Six acres of ground, facing Finsbury Park. Voluntary and Tem- 
orary Patients received without certification. Insulin Coma Unit. 
5.C.T: Group Psychotherapy. Trained Resident and Visiting Staff. 
Telephone: STAmford Hill 7866/7 (2 lines). 
Telegrams : Subsidiary, London.” 
Medical Superintendent : ROBERT M. R1GGALL, Member, British 
Psycho-Analytical Society. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available, Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


HAYDOCK LODGE 


NEWTON-LE-WILLOWS, LANCASHIRE 


For the reception and treatment of PRIVATE PATIENTS of both sexes of the UPPER AND MIDDLE CLASSES suffering from Mental and Nervous 
Disorders, Alcoholism, and Drug Addiction, either voluntarily, temporarily, or under certificate. Patients are classified in separate 
buildings according to their mental condition. Situated in park and grounds of 400 acres, Self-supported by its own farm and gardens, 
In which patients are encouraged to occupy themselves. Every facility for indoor and outdoor recreation. For terms, prospectus, etc., 
apply MEDICAL SUPERINTENDENT. Telephone: Ashton-in-Makerfield 7311. Telegraphic Address: Wootton, Ashton-in-Makerfield. 


The object of this Hospital is to provide the most efficient 


CHEADLE ROYAL CHEADLE for ad cre eth 


A Registered Hospital tor MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales 


= Hospital is governed by a Committee appointed by 

rustees 

VOLUNTARY, TEMPORARY, AND CERTIFIED PATIENTS 
RECEIVED 


For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone : GATLEY 2231 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and 


views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 


THE OLD MANOR, 


SALISBURY 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive Grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 
Home by arrangement. 

Wlustrated Brochure on application to the MEDICAL SUPERINTENDENT, The Old Manor, Salisbury 


CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 


Telegrams : 
Psycnotia, Lonpox 


A PRIVATE HOSPITAL FOR THE 
TREATMENT OF NERVOUS AND MENTAL DISORDERS 


Telephone: 
Ropyey 4242 (2 lines) 


Completely detached Villas for mild cases. Voluntary Patients received. Fifteen acres of grounds ; own garden produce. Hard and grass tennis courts, 
putting greens. Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenics, Actinotherapy, prolonged 
immersion baths, shock and all modern forms of treatment. Chapel. 


Senior Physician Dr. C. M. T. HASTINGS, assisted by 
@ resident Medical staff and visiting Consultants 
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An Iilustrated Prospectus giving fees, which are reasonable, 
be obtained upon application to the Secretary 


may 
The Convalescent Branch is HOVE VILLA, BRIGHTON. 
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ST. ANDREW’S HOSPITAL cisonoers 
NORTHAMPTON 
PRESIDENT : THE Mosy Hon. THE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 


MEpIcaL SUPERINTENDENT : THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the povionasd immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 


can be provided. 


etc. There is an Operating T 


neatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 


Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 
MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and-patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


growing. 


is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 


provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


@an be seen in Lordon by appointment. 


RUTHIN CASTLE, 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental ’ 


NORTH WALES 


Nursing, dietetic, massage, x-ray and laboratory departments 


Central heating and a lift to all floors 


Inélusive charges 


Apply SecrETARY Telephone: Ruthin 66 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone : PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern country house, 12 miles from Marble Arch, in 
attractive secluded grounds. Fees from 10 guineas per 
week inclusive. Patients treated under Certificate, Temporary 
or Voluntary status. Modern forms of treatment, including 
psychotherapy, narco-analysis, modified insulin, occupational 
therapy, E.C.T., ete. 

Separate house in six acres of grounds nearby for convalescent 
natients. DOUGLAS MACAULAY, M.D., D.P.M. 


WYKE HOUSE, ISLEWORTH 
MIDDLESEX (Tel. EALing 7000) 


A Private Hospital for individual treatment of all forms of Nervous and 
Mental Iliness, including Alcoholism and Drug Addiction. Uncertified and 
certified patients are admitted. This well-known Home for Men and Women 
has been reorganised, and all well-tried modern treatments are available. 
Dr. H. PULLAR-STRECKER Dr. G. W. SMITH, O.B.E. 


UNIVERSITY EXAMINATION POSTAL INSTITUTION 


POSTAL COACHING FOR ALL MEDICAL EXAMINATIONS 
For Prospectus and list of tutors apply to Dr. G. E. OATES, 
University Examination Postal Institution, 17, Red Lion- 
square, London, W.C.1 (Phone HOLborn 6313). 


Academic and Educational 


THE UNIVERSITY OF SHEFFIELD 


POSTGRADUATE COURSE IN MICROBIOLOGY 

The University of Sheffield will provide a full-time course in 
Microbiology, starting in the Michaelmas Term 1951 and lasting 
1 session. The course which will cover the biology and biochem- 
istry of the bacteria and yeasts and certain protozoa and fungi, 
will lead to a Diploma in Microbiology, but candidates who 
already hold the degree of B.Sc. with honours, may read for the 
degree of M.Sc. Considerable previous experience in biochem- 
istry or in bacteriology or other biological science with chemistry 
as a subsidiary subject, is expected of the applicants. 

The number of places is limited and applications for admission, 
together with details of previous training, should be made by 
31st May, 1951, to the Registrar, The University, Western 
Bank, Sheffield, 10, from whom further information may be 
obtained. A. W. CHAPMAN, Registrar. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


SURGERY LECTURES AND CLINICAL CONFERENCES, APRIL 1951 

A course of 24 Surgery Lectures, with 10 Clinical Conferences 
at certain selected hospitals, will be held from 12TH-27TH 
APRIL, 1951. Only a limited number of students can be accepted 
for the conferences. 

Fees : Whole course £12 12s., Lectures only £8 8s. 

LECTURES AND PRACTICAL DEMONSTRATIONS IN ANATOMY, 
APPLIED PHYSIOLOGY, AND PATHOLOGY, APRIL-JUNE, 1951 
A course of Lectures and Practical Demonstrations in the 

above subjects will be held at the College from 9TH APRIL— 

29TH JUNE, 1951. Practical Demonstrations will be held in 
the mornings and early afternoons from Monday to Friday 
each week, and Lectures will take place in the afternoons at 

3.45 P.M. on certain days of the week. 

Fees : Demonstrations and Lectures £36 15s., Lecture course 
only £10 10s. 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to W. F. Davis, Esq., Secretary, Postgraduate 
Education Committee, Royal College of Surgeons of England, 
Lincoln’s Inn-fields, London, W.C.2, from whom full information 
concerning the above courses may be obtained (HOLborn 3474). 


UNIVERSITY OF LONDON 


INSTITUTE OF OBSTETRICS AND GYNAXCOLOGY 
(Incorporating the teaching facilities of Queen Charlotte’s 
Maternity Hospital, the Chelsea Hospital for Women, and the 
Department of Obstetrics and Gyneecology of the Postgraduate 

Medical School of London.) 


Applications for enrolment of graduates with a registrable 
qualification are invited for the SUMMER TERM which begins on 
16th April, 1951. Graduates are allotted to one of the constituent 
hospitals, and combined classes are held at each of the three 
hospitals on one day a week. Enrolment fee £3. Tuition fee 
£20 per term. 

General practitioners wishing further experience in obstetrics 
may be accepted at Queen Charlotte’s Hospital to attend the 
practice of the Hospital for 2 or 4 weeks. They will be allowed 
to do normal deliveries and may attend the combined classes. 
Fee £3 per week during term. Ministry of Health grants are 
yim a approved general practitioners attending for such 
a period, 

During vacation graduates may attend the practice of the 
hospital at the Postgraduate Medical School and Queen Char- 
lotte’s Hospital. 

Further particulars from the Secretary, the Institute of 
Obstetrics and Gynseeology, Chelsea Hospital for Women, 
Dovehouse-street, S.W.3. 
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UNIVERSITY oF LONDON 

A lecture on “ FOLIC ACID AND GROWTH OF TUMOURS, 
ESPECIALLY ROUS SARCOMA ” will be given by Professor J. 
ENGELBRETH-HOLM (Copenhagen) at 5.30 P.M. on 26TH FEB- 
RUARY, at the London School of Hygiene and Trepical Medicine, 
Keppel-street, Gower-street, W.C.1. 

Admission free, without ticket. 

: JAMES HENDERSON, Academic Registrar. 
THE ROYAL FREE HOSPITAL GROUP 

General practitioners are invited to attend a COURSE OF 
OLINICAL DEMONSTRATION-DISCUSSIONS, to be held at the 
Hampstead General Hospital by members of the medical and 
surgical staff of the Group. 

Further particulars may be obtained from the = Post- 
graduate Medical Federation, 2, Gordon-square, W.C. 7 
NORTH LONDON POSTGRADUATE MEDICAL 
INSTITUTE 


Bearsted Memorial Hospital, N.16 ; Chase Farm Hospital, 

Enfield ; North Middlesex Hospital, Edmonton, N.18 ; 

The Prince of Wales’s General Hospital, Tottenham, N.15 ; 
St. Ann’s General Hospital, Tottenham, N.15. 


A COURSE IN ADVANCED MEDICINE, in preparation for the 
M.R.C.P. Examination, will be held from 23RD APRIL to 15TH 
JUNE, 1951. Fee 25 guineas. 

A COURSE IN ADVANCED SURGERY, in preparation for the 
F.R.C.S. Examination, will be held from 2ND APRIL to 27TH 
APRIL, 1951. Fee 12 guineas. 

Application form from the Dean, The Prince of Wales’s 
General Hospital, N.15. 

INSTITUTE OF UROLOGY 
in association with 
8ST. PETER’S AND ST. PAUL’S HOSPITALS 
POSTGRADUATE COURSE OF UROLOGICAL INSTRUCTION 
6TH MARCH-L5TH JUNE, 1951 

The course will include systematic lectures covering the 
whole subject of urology, outpatients sessions, ward visits, 
operation sessions, and tutorial demonstrations. All post- 
graduates taking the course are expected to attend lectures, 
and may attend all tutorial demonstrations, ward visits, &c. 

The fee for this course is 18 guineas, payable in advance. 

Applications should be made to the Secretary, Institute of 
Urology, St. Peter’s Hospital, Henrietta-street, London, W.C.2. 

_ Lectures will be held at 5 P.M. 

SPECIAL COURSE IN CARDIOLOGY 
to be held at the INSTITUTE OF CARDIOLOGY, 
NATIONAL HEART HOSPITAL, Westmoreland-street, W.1. 


26TH FEBRUARY-9TH MARCH, 1951 
teeter. 26th Febuary 


-Congenital Heart-disease. . Dr. MAURICE CAMPBELL 


(1) 
11 oa - Ectopic Rhythms .. .. Dr. PAUL Woop 
2P. -Clinical Demonstration ..Dr. GRAHAM HAYWARD 
Tuesday, ‘ith February 
104 . Ward Work 
2 -Clinical Demonstration ..Dr. PauL Woop 
Wednesday, 28th February 
10.15 a.M...Clinical Demonstration ..Dr. WALLACE BRIGDEN 
2 P.M...Clinical Demonstration ..Dr. MAURICE CAMPBELL 
Thursday, Ist March 
9.30 a.m... Principles of Radiology of..Dr. D. EvAN BEDFORD 


the Heart 
11 A.M... Bacterial Endocarditis ..Dr. GRAHAM HAYWARD 
2 p.m...Clinical Demonstration ..Dr. D. EVAN BEDFORD 


Friday, 2nd March 
9.30 a.M...Principles of Electrocar-..Dr. WALLACE BRIGDEN 


diography 
11 A.M.. ion ..Dr. WILLIAM EVANs 
P.M.. . Clinical ..Dr. WILLIAM EvANs 


Monday, Sth March 
9.30 Heart-disease. . Dr. MAURICE CAMPBELL 


11 a.M...Cardiac Catheterisation ..Dr. Paut Woop 
2 p.m...Clinical Demonstration ..Dr. GRAHAM HAYWARD 
Tuesday, 6th March 
10 a.m...Ward Work 
2 p.M...Clinical Demonstration ..Dr. PauL Woop 
Wednesday, 7th March 
10.15 a.m...Clinical Demonstration ..Dr. WALLACE BRIGDEN 


2P.M...Clinical Demonstration ..Dr. MAURICE CAMPBELL 
Thursday, 8th March 

9.30 a.M.. - Pericardial Disease .-Dr. D. EVAN BEDFORD 

11 4.M...Syphilitic Heart -disease ..Dr. GRAHAM HAYWARD 


2 P.M.. C inical Demonstration ..Dr. D. EVAN BEDFORD 
Friday, 9th March 
9.30 a.m... Venous and Arterial Pulses... Dr. WALLACE BRIGDEN 
11 a.M.. .Clinico-pathological Con-..Dr. WILLIAM Evans 


erence 
2 p.m...Clinical Demonstration ..Dr. WILLIAM EVANS 

The fee for this course is 12 guineas. 

Applications to be addressed to the Dean. ; 
TUBERCULOSIS EDUCATIONAL INSTITUTE 
J.T.O. N.A.P.T. 


TUBERCULOSIS IN INDUSTRY 

Refresher courses for Doctors, Nurses, Health Visitors, 
Social Workers, and Administrators. 

Birmingham : 17TH, 18TH, 19TR, 20TH APRIL, 1951. 

Doctors’ fee 5 guineas. 

Nurses’ and Social Workers’ fee 1 guinea. 

Applications for further information and for enrolment should 
be addressed to the Secretary, Tuberculosis Educational Institute, 
Tavistock House North, Tavistock-square, London, W.C.1. 
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TUBEACULOSIS EDUCATIONAL INSTITUTE 


Market Drayton, Salop. 3- day CLINICAL COURSES will be held 
at the Cheshire Joint Sanatorium, Market Drayton, on 14th, 
15th and 16th March ; 9th, 10th, and llth May ; 13th, 14th, 
and 15th June. 

Applications for further information and for enrolment should 
be addressed to the Secretary, Tuberculosis Edueational Insti- 
tute, Tavistock House North, Tavistock- -square, London, W.C.1 
THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 

HYGIENE 
CERTIFICATE IN PUBLIC HEALTH, AND THE DIPLOMA IN INDUSTRIAL 
HEALTH 

The next Course of Instruction (whole and part-time) will 
commence for the Certificate in Public Health (C.P.H.), and 
the Diploma in Industrial Health (Part 1) on 16TH MARCH, 1951. 

Prospectuses, enrolment form, and full details may be 
obtained from the Secretary, 28, Portland-place, London, W.1 
(Telephone : LANgham 2731-2). 

BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 

RESEARCH 


Notice is hereby given that an Election of Junior Fellows 
to begin work on 1ST OCTOBER next will take place in June, 1951. 
Junior Fellowships are normally of the annual value of £600 for 

years ; but candidates, younger than those usually elected 
or whose promise for medical research must be judged mainly on 
work outside that field, may be awarded a lower rate of £500 for 
the first 2 years. Candidates are asked to state whether they 
would be unable to accept this lower initial rate. Candidates 
must have taken a degree in a faculty of a university in the 
British Empire or a medical diploma registrable in the United 
Kingdom. Elections to Junior Fellowships are rarely made 
above the age of 35 years. The Trustees are desirous of 
furthering research in mental diseases and, in the general allot- 
ment of Fellowships, will give some preference to a candidate 
proposing research on approved lines in that subject. 

Applications from candidates must be received not later than 
the 14th April. Candidates must submit evidence that they can 
be given accommodation in the departments where they propose 
to work, which must be either in Great Britain or Ireland. Forms 
of application and all information may be obtained by letter 
only, addressed to Sir ALAN DRURY, C.B.E., F.R.S., Secretary, 
Beit Memorial Fellowships for Medical Research, The Lister 
Institute, Chelsea Bridge-road, London, S.W.1. For Overseas 
candidates, forms of application may be obtained from the 
Secretary, South African Medical Council, P.O. Box 205, 
Pretoria, South Africa ; the Secretary, Universities Commission, 
Box 4061, G.P.O. Sydney, Australia ; the Department of Health, 
Wellington, New Zealand ; and the Canadian Medical Associa- 
tion, 184, College-street, Toronto, Canada, 

NUFFIELD FOUNDATION. 


FELLOWSHIPS AND SCHOLARSHIPS IN DENTISTRY 

The Nuffield Foundation invites applications, from citizens 
of the United Kingdom, for Fellowships and Scholarships in 
Dentistry. To help the advancement of teaching and research 
on dental health and disease, the Foundation is prepared to 
award a number of Fellowships. 

(i) to enable selected Men and Women with dental qualifica- 
tions to receive such additional training in pure and applied 
science as is desirable to fit them for an academic career in 
dentistry, and 

(ii) to enable selected university graduates in medicine and 
science to receive training that will qualifiy them to undertake 
teaching and fundamental research on dental health and disease, 

The Foundation is also prepared to award a limited number 
of Scholarships to assist students of outstanding prnn attending 
a university dental school to devote 1 or 2 years to further 
studies of the basic sciences. 

Applications for Fellowships should be received by 1st March 
annually and for Scholarships by 30th June annually. Copies 
of the conditions of both Fellowships and Scholarships and the 
application or are obtainable from the Secretary, Nuffield 

oundation, 12 and 13, Mecklenburgh-square, London, W.C.1. 

L. FARRER-BROWN, 
Secretary of the Nuffield Foundation. 

EDINBURGH POST-GRADUATE BOARD FOR 

MEDICINE 
GENERAL SURGERY 

A 3 months’ course of Postgraduate Surgery is arranged to 
start on 26TH MARCH, 1951. It is suitable for surgeons requiring 
a refresher course in the current outlook on general — 
or for graduates preparing to specialise in surgery ; appro 
mately 275 hours of instruction are provided. A similar course 
will be held starting on Ist October, 1951. Fee £31 10s. 

INTERNAL MEDICINE 

A course lasting 12 weeks, suitable for graduates wishing a 
refresher course, or to specialise in medicine, begins on 2ND 
APRIL, 1951. These courses consist of 320 hours’ instruction, 
comprising lectures, clinical demonstrations, and ward visits. 
A similar course begins on Ist October, 1951. Fee £31 10s. 

Additional instruction in Clinical Peediatrics is arranged in 
conjunction with the course in medicine, for which there is a 
small fee ; the numbers are limited. 

MEDICAL SCIENCES 

A 3 months’ course in Applied Anatomy, Physiology, Patho- 
logy, Bacteriology, and Biochemistry will begin on 2ND JULY, 
1951. This course is suitable for postgraduates wishing to take 
the Primary Fellowship examination, as a final preparation in 
these subjects. Considerable basic knowledge is highly desirable 
prior to taking this course. Fee £31 10s. 

Applications for enrolment to Director of Postgraduate Studies. 
Surgeons’ Hall, Edinburgh, 8. Applicants for courses should 
supply particulars of qualifications and postgraduate experience. 
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UNIVERSITY OF LONDON. Institute of Obstetrics and 
GYNECOLOGY. HOUSE SURGEON (obstetrics) required for 
ist April in the Institute of Obstetrics and Gyneecology at the 
Postgraduate Medical School at Hammersmith Hospital. R 
practitioners not considered. 


Apply to the Director of the Institute of Obstetrics and Gyne- 
cology, Hammersmith Hospital, Ducane-road, London, W.12, 
within a week of the appearance of this advertisement. 


UNIVERSITY OF BRISTOL. The University invites 
applications for the post of LECTURER IN OBSTETRICS 
AND GYNACOLOGY. Salary £1500-—£100—£€2000 p.a. according 
to qualifications and experience, together with superannuation 
and children’s allowances. The successful candidate will be 
granted an honorary contract as Consultant with the Board of 
Governors of the United Bristol Hospitals and the South West 
Regional Hospital Board. 

Applications (10 copies), stating age, qualifications, and 
experience, which should also include the names of 3 referees, 
and may be accompanied by copies of not more than 3 recent 
testimonials, should reach the Registrar, from whom further 
particulars may be obtained, not later than 10th March, 1951. 


QUY’S HOSPITAL MEDICAL SCHOOL. Applications 
are invited for the post of Part-time REGISTRAR to the 
Department of Psychological Medicine, with attendance on 
5 sessions per week, to begin duty as soon as conveniently 
ossible. Appointment until 30th September, 1951, in the first 
nstance. Salary proportionate at the rate of £775 p.a., in 
accordance with the National Health Service terms and condi- 
tions of service. 

Forms of application from the. Dean and should be lodged 
in the Medical School Office not later than 26th February, 1951. 


THE MEDICAL RESEARCH COUNCIL OF NEW 
ZEALAND. CARDIOVASCULAR RESEARCH. Applications are invited 
from medical practitioners for a post of RESEARCH OFFICER 
to join a team working on the pathogenesis and treatment of 
high blood-pressure. The successful applicant will be attached 
to the Department of Medicine, Otago University, New Zealand, 
and will have the opportunity of seeing patients in the Dunedin 
Hospital. He will conduct a Cardiovascular Outpatient Clinic. 
The clinical and experimental facilities are adequate and further 
details of the post can be obtained by reference to New Zealand 
House, 415, The Strand, London, W.C.2. Initial salary 
£NZ1000. 

should state their age, nationality, qualifications, 
publications, and academic and clinical experience, and a 
photograph should be sent. The names of 3 referees should be 
hen Applications should be sent by Air Mail to Professor 

- H. Smrek, Chairman of the Clinical Research Committee, 
Medical School, Dunedin, New Zealand. 


Hospital Services : Senior Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for the appointment of ANAtS- 
THETIST to the above Hospital. The appointment will be 
whole-time or for the maximum permitted number of sessions. 
This is a very busy general hospital of some 850 Beds with a 
large specialist staff and all the usual special departments. 
Applicants should possess a higher qualification and have wide 
experience in modern methods of anesthesia. A considerable 
part of the work will be in the Department of Neurosurgery. 
Applicants should be prepared to do a share of night duty. 
The terms and conditions of service for hospital medical and 
dental staffs (Consultants) will apply to the post. 
Applications, stating date of birth, qualifications, and experi- 
ence, with the names of 3 referees, should reach the Secretary, 
orth West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, not later than 24th February, 1951. 
vassing will disqualify but candidates are invited to visit 
the Hospital by direct appointment with the Medical Director. 


8ST. MARY’S HOSPITAL, London, W.2. Applications 
are invited for the appointment of Part-time CONSULTANT 
RADIOLOGIST (3 notional half-days per week), to be in 
charge of the Radiological (Diagnostic) Department at Princess 
Louise (Kensington) Hospital for Children, which forms part of 
the Peediatric Teaching Unit of St. Mary’s Hospital. Salary 
will be in accordance with the terms and conditions of service 
for hospital medical and dental staffs (England and Wales). 


Applications (10 copies), stating nationality, date of birth, 
permanent address, qualifications with dates, and details of 
previous and present appointments, together with the names and 
addresses of 3 referees, should reach the undersigned by 17th 
March, 1951. Canvassing will disqualify, but applicants are not 
precluded from visiting the Hospital. 


PITAL BOARD invite applications for the appointment of a Part- 
time CONSULTANT DERMATOLOGIST (2. half-days per 
week) to the Chelsea Group of Hospitals. Duties will be mainly 
at St. Stephen’s Hospital, S.W.10. Salary and conditions of 
service in accordance with the agreed terms and conditions for 
hospital medical and dental staffs. The appointment is subject 
ZS National Health Service (Superannuation) Regulations, 


Applications (5 copies), stating date of birth, qualifications, 
experience, and present appointment(s), and giving the names 
and addresses of 3 referees, should be made by letter and sent 
to the Secretary (S.D.1), South West Metropolitan Hospital 
Board, 11a, Portland-place, London, W.1, to arrive not later 
than 3rd March, 1951. Canvassing will disqualify, but applicants 
may visit the Hospital. 


LONDON HOSPITAL, Whitechapel, E.1. Applications 
invited for post of Part-time ASSISTANT SURGEON AND 
ASSISTANT SURGEON to the Genito-urinary Department 
becoming vacant on 11th June, 1951. Candidates should be 
Fellows of the Royal College of Surgeons, England, and the 
successful candidate would be required to attend on 5 half-days 
weekly. The terms and conditions of service for hospital medical 
and dental staffs (Consultants) will apply to the post. 
Applications (12 copies), giving the names and addresses of 
3 referees, should be addressed to the House Governor (from 
whom further particulars may be obtained) to arrive not later 
than 14th April, 1951. H. BRIERLEY, House Governor. 


Provincial 

BEXLEY HOSPITAL, Dartford Heath, Bexley, Kent. 
SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD invite 
applications to fill a vacancy for a Whole-time CONSULTANT 
PSYCHIATRIST at above Hospital. Candidates should possess 
a D.P.M. and preferably a higher qualification ; psychiatric 
hospital and outpatient clinic experience is essential, and 
candidates should have had experience in modern psychiatric 
therapeutic procedures, including psychotherapy and occupa- 
tional therapy. Unfurnished accommodation is available for a 
married man. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental] 
staffs (England and Wales). : 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment, and of 
war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland-place, 
W.1. The last day for acceptance of applications wili be 2nd 
March, 1951, and selected candidates will be interviewed in 
London on 2nd April, 1951. Canvassing of members of the 
Board or the Advisory Appointments Committee will disqualify, 
but applicants may visit the Hospital. 

AMENDED ADVERTISEMENT x 

LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of ASSISTANT PSYCHI- 
ATRIST AND DEPUTY MEDICAL SUPERINTENDENT 
(Senior Hospital Medical Officer grade) at the Meanwood Park 
Colony, Leeds. The successful candidate will also take part 
in extramural work, subject to the direction; of the Medical 
Superintendent. The appointment will be subject to the National 
Health Service (Superannuation) Regulations, 1950, and the 
remuneration will be in accordance with the terms and conditions 
of service of hospital medical and dental officers for the time 
being in operation. Residential accommodation for a married 
couple will be available at the Hospital for which the necessary 
deductions from salary will be made. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 

the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of a CONSULTANT 
PSYCHIATRIST for duties at Stanley Royd (Mental) Hospital, 
Wakefield. All modern forms of treatment are in practice in 
the Hospital and the successful candidate will be given clinical 
charge of beds and will be required to undertake extramural 
clinical duties. Candidates should have had extensive experience 
and should hold high qualifications in medicine and psychiatry. 
The appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the remuneration will 
be in accordance with the terms and conditions of service of 
hospital medical and dental officers for the time being in 
operation. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the appointment of a Whole-time CONSULTANT 
in Radiology for duties at hospitals within the Pontefract and 
Castleford Hospital Management Committee group. The 
appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the remuneration will 
be in accordance with the terms and conditions of service of 
hospital medical and dental officers for the time being in 
operation. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 
OXFORD REGIONAL HOSPITAL BOARD invite applica~ 
tions from registered medical practitioners for the appointment 
of a CONSULTANT PSYCHIATRIST to the General and 
Mental Hospitals of the Aylesbury and District Hospital Manage- 
ment Committee. The successful candidate will be required to 
hold the office of Physician-Superintendent, St. John’s. Hospital 
(650 Beds), Stone, near Aylesbury, and of Physician in Charge 
of the Department of Psychological Medicine at the Royal 
Buckinghamshire Hospital. The post will be according to the 
national terms and conditions of service and may be whole-time 
or maximum part-time at the option of the successful candidate, 
who must hold the D.P.M. or its equivalent and have a higher 
medica! qualification. Wide experience of all branches of 

sychiatry is essential. Candidates are invited to visit the 
10spitals by arrangement with Dr. Ian Skottowe, St. John’s 
Hospital, Stone, Aylesbury. 

Applications (8 copies), stating age, qualifications, experience, 
and the names of 3 referees, should reach the Secretary, Oxford 
Regional Hospital Board, 43, Banbury-road, Oxford (from whom 
further details may be obtained), by 10th March. 
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MANCHESTER REGIONAL HOSPITAL BOARD invite 
ore for the » following whole-time posts of ASSISTANT 
PSYCHIATRIST : 

(a) 1 post at Whittingham Hospital (3000 Beds), near Preston. 

(Married or single quarters available.) 
(b) 1 post at Lancaster Moor Hospital (2500 Beds), Lancaster. 
(Single quarters available. ) 

Salary £1300-£1750 p.a., starting-point according to age. 
Candidates should have had considerable experience in psychiatry 
and possess the D.P.M. The national terms and conditions of 
service will apply and the posts are superannuable. Applicants 
for more than 1 post should indicate their preference. 

Forms of application can be obtained from the Senior Admin- 
istrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later t! 
27th February, 1951. Canvassing will disqualify. 


NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. NEUROSURGICAL DEPARTMENT. Main Centre at NEW- 
OASTLE GENERAL HOSPITAL. 

REGIONAL NEUROSURGEON (Consultant 

status). 

ged REGIONAL NEUROSURGEON (Consultant 

status). 

Both appointments may be made immediately or only one 
immediately, the second to follow in a few months. One 
appointment will carry special duties for the head injury service 
and the other will carry special duties for 
but both appointees must - competent take over duty 
any part » 3 the Regional Neurosurgery Service. One should 
St oe whole-time and the minimum time for both is 

notional half-days per week. Salary according to terms and 
conditions of service of the hospital medical staff. Appointment 
subject to the National Health Service (Superannuation) 
Regulations, 1950. 

Applications, pogriier with the names and addresses of 1-3 
referees and/or 1-3 testimonials, to the Senior Administrative 
Medical Officer, ‘‘ Blythswood South,” Osborne-road, Newcastle 
upon Tyne, within 3 weeks from the date of this advertisement. 
Canvassing will disqualify, but candidates are free to visit the 
main centre by arrangement with the Senior Surgeon, Neuro- 
surgical Depa ment, Newcastle General Hospital. 


NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. WINTERTON HOSPITAL MANAGEMENT COMMITTEE. 
PSYCHIATRIST (Consultant status), whole-time. Applicants 
must have had wide experience in psychiatry and be competent 
to take clinical responsibility for a section of the hospital, and 
to participate in the work of the associated outpatient clinics 
and domiciliary consultant service in the area served by the 
Hospital, subject to general administrative control of Medical 
Superintendent. They must be prepared to visit the associated 
general hospitals as required and if necessary undertake the 
treatment of suitable cases in the general wards. The appoint- 
ment will be in accordance with the national terms and conditions 
of service and subject to National Health Service (Superannua- 
tion) Regulations, 1950. A house is available. 

Applications, with names and addresses of 1-3 referees and/or 
1-3 testimonials, to the Regional Psychiatrist, ‘‘ Blythswood 
South,’ Osborne-road, Newcastle upon Tyne, 2, within 14 
days. Canvassing will disqualify, but applicants are free to 
visit the Hospital by arrangement with the Medical Super- 
intendent, Winterton Hospital, Sedgefield, co. Durham, from 
whom further particulars may be obtained. 


NORTH GLOUCESTERSHIRE CLINICAL AREA. Locum 
AN required 2nd April—3lst May, 1951, to under- 
take 9 sessions weekly. Car essential. Payment in accordance 
with terms and conditions of service. 

Applications immediately, stating previous experience and 

age, to Secretary, South Western Regional Hospital Board, 
5-6, Cotham Lawn-road, Bristol, 6 (telephone 38721). 
SHEFFIELD REGIONAL HOSPITAL BOARD invite 
applications from registered medical practitioners for the post 
of maximum Part-time CONSULTANT PHYSICIAN with 
duties at Grimsby General Hospital ; Scartho Road Infirmary, 
Grimsby ; Louth Infirmary, and ’alford and District War 
Memorial Hospital. The candidate appointed will be required to 
reside within 10 miles of Grimsby. The salary and conditions 
of service will be in accordance with those agreed between the 
Ministry of Health and the profession. The post is subject to 
the National Health Service (Superannuation) Regulations, 1950. 

Application forms and full details may be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received not later than 3rd March, 1951. Canvassing will 
disqualify, but candidates are invited to visit the hospitals 
concerned by dit direct arrangement. 


SHEFFIELD D REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners for the 
part-time post of CONSULTANT. DERMATOLOGIST for 8 
notional half-days at the Nottingham Skin Clinic, with duties 
also at the Nottingham City Hospital, Grantham and Kesteven 
General Hospital, Newark Town and District Hospital, and 
Nottingham General Hospital. The successful candidate will be 
required to take up his duties as soon after Ist July, 1951, as 
possible. The salary and conditions of service will be in accord- 
ance with those agreed between the Ministry of Health and the 
profession. The post will be subject to the National Health 
Service (Superannuation) Regulations, 1950. 

Application forms and full details may be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received not later ‘than 24th’ February, . 
disqualify, but candidates are invited to visit the hospitals and 
clinic concerned by arrangement with the Hospital Management 
Committees concerned. 
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Canvassing will. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners, prefer- 
ably with a higher qualification in psychiatry, for the following 
whole-time posts :— 

(a) ASSISTANT PSYCHIATRIST, who will be attached to 
the Saxondale Hospital, Radcliffe-on-Trent, Notts. A house 
on the hospital estate is available for the successful candidate. 

(b) ASSISTANT PSYCHIATRIST, who will be attached to 
the Towers Hospital, Leicester. A flat on the hospital estate 
is available for the successful candidate. 

The salaries and conditions of service will be those laid down 
by_the Ministry for Senior Hospital Medical Officers—£1300- 

e subjec e Nation ealth Service (Su caamuatian 
Regulations, 1950. 

Application forms and further details may be obtained from 
the Secretary, Sheffield Regional Hospital Board, Fulwood 
House, Old Fulwood-road, Sheffield, 10. Completed forms must 
be received not later than 24th February, 1951. Canvassing wil} 
disqualify, but candidates are invited to visit the hospitals 


concerned by direct arrangement with the Medical Superinten- 
dent of the hospitals. 


SHEFFIELD REGIONAL HOSPITAL BOARD invite 
applications from registered medical practitioners with a higher 
qualification in surgery for the whole-time post of CONSUL- 
TANT ORTHOPEDIC SURGEON with duties at the Montagu 
Hospital, Mexborough ; the Beckett Hospital, Barnsley ; King 
Edward VII Hospital, Sheffield, and certain school clinics. The 
person appointed will be required to reside within 10 miles of 
og major hospitals. The salary and conditions of service will 
be in accordance with those agreed between the Ministry of 
Health and the profession. The post is subject to the National 
Health Service (Superannuation) Regulations, 1950. 

Application forms and full details may be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received not later than 3rd March, 1951. Canvassing will dis- 
qualify, but candidates are invited to visit the hospitals and 
clinics concerned by direct arrangement. 


WELSH REGIONAL HOSPITAL BOARD invite “applica- 
tions for the appointment of a Whole-time CONSULTANT 
OBSTETRICIAN AND GYNACOLOGIST to serve the 
Merthyr and Aberdare Hospital Management Committee. He 
will be based in Merthyr and will be expected to visit hospitals in 
this and neighbouring groups and will be required to reside 
within the Management Committee Area. Candidates should 
possess a higher medical qualification. Salary in accordance with 
the terms and conditions of service of hospital medical staff. 

Applications (10 copies), stating date of birth, giving asummary 
of qualifications, experience, previous appointments with dates, 
and publications, with names of 3 referees, should be addressed 
to Senior Administrative Medical Officer, Welsh Regional 
Hospital Board, Cathays Park, Cardiff, within 14 days of 
appearance of this advertisement. Canvassing will disqualify, 
but this does not preclude candidates from visiting hospitals in 
the groups. 


Hospital Services : Junior Appointments 


ALBERT DOCK ORTHOPAEDIC AND FRACTURE 
HOSPITAL, Alnwick-road, E.16. Applications invited for appoint- 
ment of HOUSE SURGEON, vacant on 28th February, ° 1951. 
Salary £400-£450 according to experience. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to the undersigned as soon as 
possible. F. A. Lyon, Secretary of the 

Seamen’s Hospitals Management Committee. 

Dreadnought Hospital, Greenwich, S 0. 

ANNIE McCALL MATERNITY Jeffreys- 
road, 8.W.4. (Mission Hospital.) Applications invited from 
registered Women medical practitioners for the resident post of 
OBSTETRIC HOUSE SURGEON at the above Hospital. The 
appointment is for a period of 6 months from Ist April, 1951. 
Salary £350, £400, or £450 p.a., according to experience, with a 
deduction at rate of £100 p.a. in respect of board and lodging 
and other services provided. 

Applications, stating age, nationality, and qualifications with 
dates, and accompanied by copies of 3 recent testimonials, 
should be sent to the Secretary, Lambeth Group Hospital 
nt Committee, Renfrew-road, 8.E.11, by 3rd March, 
1951. 


DREADNOUGHT SEAMEN’S HOSPITAL, ‘Greenwich, 
S.E.10. Applications invited for of HOUSE 
PHYSICIAN vacant on 23rd March, 1951. Salary in accordance 
with the terms of service for hospital medical staff in the 
National Health Service. 

Applications, stating qualifications, age, and experience, 
accompanied by the names of not less than 3 recent referees, 
to be sent to the east “ty not later than 5th March, 1951. 

. A. LYON, Secretary of the 
Seamen ‘ Hospitals Management Committee. 
Dreadnought Hospital, Greenwich, S.E.10. 


DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
8.E.10. There will be a vacancy for a HOUSE SURGEON on 
17th March, 1951, and applications are invited from registered 
British medical practitioners. Salary in accordance with the 
terms of service for hospital medical staff in the National Health 
Service—i.e., £400 or £450 p.a., according to experience. 

Applications, stating age, qualifications, and medical school 
with dates, and previous experience, accompanied by the names 
of not less than 3 recent referees, to be sent as soon as possible 
to— F. A. Lyon, Secretary of the 

Seamen’s Hospitals Management Committee. 
Dreadnought Hospital, Greenwich, 8.E.10. 
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BOLINGBROKE HOSPITAL, Wandsworth Common, 
8.W.11. BATTERSEA AND PUTNEY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Part-time ASSISTANT (General Practitioner) 
required in the Ophthalmic Department for 1 half-day per week 
for a period of 6 months. Salary £175 p.a. 

Applications to Administrative Officer. 
CHARING CROSS HOSPITAL. Junior House Surgeon 
required for service at Harrow Hospital (123 Beds) on 10th 
March, 1951. Resident post for 6 months with salary in 
accordance with Ministry of Health conditions of service. 
Salary £350 p.a. (for first post), less £100 in respect of board, 
lodging, and other services. 

Applications, with names of 3 referees, should be sent to 
G. J. JONES, Secretary to the Board of Governors, Harrow 
Roxeth Hill, Harrow, Middlesex. Telephone: BY Ron 


DULWICH HOSPITAL, East Dulwich-grove, 
Applications invited for appointment as HOUSE OFFICER 
(medical duties), position vacant from 4th March, 1951. Salary 
£350, £400, or £450 a year, according to experience. Resident 
post with deductions at rate of £100 a year for resident services 
provided. Appointment tenable for 6 months in first instance. 
Applications, stating age, details of qualifications, and experi- 
ence, enclosing copy testimonials, to the Secretary, Camberwell 
Hospitals Management Committee, Dulwich Hospital, East 
Dulwich-grove, S.E.22. 
EAST HAM MEMORIAL HOSPITAL, London, €E.7. 
Applications are invited from registered medical practitioners 
(Male or vemele) for the appointment of RESIDENT OBSTET- 
RIC OFFICER (House Officer, third post) for 6 months com- 
mencing 11th March, 1951. The appointment is subject to the 
terms and conditions of service issued by the Ministry of Health 
hier salary in accordance with the number of posts previously 


Applications, stating age, and experience, together with 
copies of testimonials, should be sent to the undersigned by the 
3rd March, 1951. "M. . HUNTLEY, Secretary, 

West Ham Group Hospital isenanenscnt Committee. 

Stratford, London, E.15. 


GROVE HOSPITAL, Tooting, 8.W.17. (160 Infectious 
Diseases Beds, 50 T. B. Beds.) SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. WANDSWORTH HOSPITAL GROUP. 
Applications invited, Male or Female, for a vacancy of 
REGISTRAR (infectious diseases) at the above Hospital. The 
Hospital gives undergraduate teaching to medical students. 


from Secretary, Wandsworth Hospital Group, 14, Atkins-road, 
Balham, S.W.12, to be completed and returned. by the 28th 
February, 1951. Canvassing will disqualify. 


HIGHLANDS HOSPITAL, Winchmore-hill, London, | N 21. 
Applications invited for appointment of HOUSE SURGEON 
for Orthopedic and Fracture Department, vacant 24th March, 
1951, for a period of 6 months. in accordance with the 
term: — and conditions of service of hospital medical and dental 


Applications, together with copies of 3 testimonials, to be 
sent to the Secretary, Northern Group Hospital Management 
Committee, Royal Northern Hospital, Holloway, London, N.7, 
from whom forms of application may be obtained, to be returned 
not later than 3rd March, 1951. 


‘sick CHILDREN, | Great Ormond- 
C.1. re is a vacancy for an ORTHO- 
PEDIC. REGISTRAR time) attending the Outpatient 
Department for 1 session per week on Monday morning. The 
is renewable, is tenable in the first instance 
for 1 og! d is graded as a Registrarship, in accordance 
with the or and conditions of service of hospital medical 
and dental staffs (England and Wales). 
Further particulars and form of application, which must be 
returned not later than 5th March, 1951, are obtainable from 
H. F. RUTHERFORD, House Governor. and Secretary. 


HOSPITAL. Hospitals for Diseases 
Vacancies conte for 2 Part-time MEDICAL 
REGISTRARS, each to attend 6 notional half-days a week 
including 1 refill clinic. The ng will be that of Registrar 
or Senior Registrar according to qualifications and experience. 
The sapeisment is for 1 year from ist April and renewable. 
Applications, stating e, qualifications with dates, and 
ee appointments held, and accompanied by copies of 3 
timonials, should reach the undersigned not later than 
2ist February, 1951. 
London Chest Hospital, E.2 THomMAS Brown, Secretary. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs for Part-time a neigh 4 
E.N.T. Department, to attend 2 notional half-days a week in 
London and 1 attendance fortnightly at Count ranch (near 
Letchworth). The grading will be that of trar or Senior 
strar according to qualifications and experience. The 
appointment is for 1 year from ist April and renewable. 
Applications, stating age, qualifications with dates, and 
previous appointments held, and accompanied by copies of 3 
testimonials, should reach the undersigned not later than 
21st February, 1951. 
London Chest Hospital, E.2. THomas Brown, Secretary. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs Ist April, 1951, for RESIDENT 
SURGICAL OFFICER. Appointment for 6 months, with the 
prospect of renewal, = _— 2 will be at the Country Branch, 
near Letchworth. Post graded as Senior House Officer or 


surgical experience necessary. 

experts stating qualifications with dates, and 
previous HE oe held, with copies of 3 testimonials, 
should reach the undersigned not later than 21st February, 1951. 

London Chest Hospital, E.2 THOMAS BROWN, Secretary. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Vacancies occur aly April, 1951, for :— 

RESIDENT HOUSE PHYSICIAN. 

NON-RESIDENT HOUSE PHYSICIAN. 
Appointments for 6 months, 4 in London, 2 at the Country 
Branch (resident), near Letchworth, and posts are graded as 
House Officer. Duties include work in hy Outpatient I Daeat 
ment and Refill Clinics as well as in war 

Applications, stating -— = qualifications with dates, and 
previous supelstments held, with copies of 3 testimonials, 
— reach the undersigned not later than 2ist February, 


London Chest Hospital, E.2. THomas Brown, Secretary. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
invited from registered medical practitioners for post of 
MEDICAL REGISTRAR, which will become vacant in March, 
1951. Salary £775—£115-—£890 p.a. The appointment is 
for 3 years. Experience and interest in electrocardiography will 
be an advantage. The post may be either resident or non- 
resident, but if the latter the person appointed will be required 
to sleep in on nights on duty. 

For forms of application apply, enclosing stamped addressed 

envelope, to the Secretary, Lambeth Group Hospital Manage- 
ment Committee, Renfrew-road, 8.E.11, to whom all applications 
should be returned, by not later than 3rd March, 1951. Can- 
vassing will disqualify, but candidates are not precluded from 
visiting the Hospital if they wish to do so. 
MILLER GENERAL HOSPITAL, Greenwich, S.E.10. 
(180 Beds.) Recognised for M. R.C.P., F.R.C.S., ‘and D.A. 
examination requirements. Applications ‘invited for 3 following 
posts at the above Hospital :— 

HOUSE PHYSIC 

HOUSE SURGEON 

HOUSE OFFIC ER (anesthetics), 
each for a period of 6 months from approximately Ist April, 
1951. Salary £350-£450 according to experience, less £100 
p.a. for board. 

Applications, stating clearly post applied for, age, qualifica- 
tions, together with copy testimonials, should reach the Secre- 
tary, Greenwich and Deptford Hospital Management Committee, 
St. Alfege’s Hospital, Greenwich, S.E.10, not later than 5th 
March, 1951. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON, resident. General and genito- — 
surgery. Salary £350 p.a. if first post, £400 p.a. if secon 
£450 p.a. if third, less £100 p.a. for residence. Whaole- time 
duties such as Medical Director may require. 6 monthb’ 
appointment, vacant Ist April. 

Applications, stating age, qualifications, experience, nationality, 
with copies of recent testimonials, to Secretary of Hospital, 
by 3rd March, 1951. te 
PADDINGTON HOSPITAL, 285, Harrow-road, W.9. 
Applications invited for post of HOUSE PHYSICIAN for 
general medical duties at above Hospital. Salary and other 
conditions in accordance with the terms and conditions of 
service for hospital medical and dental staffs. 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees to reach the under- 
signed by 9th March, 1951. 

C. R. JOLLY, Secretary 
Paddington Group Hospital Siennammant Committee. 

Paddington Hospital, 285, Harrow-road, W.9. 

POPLAR HOSPITAL, East India Dock-road, London, 
E.14. (120 Beds.) Required, HOUSE PHYSICIAN (first, 
second, or third post), to become vacant on Ist April, 1951. 
Salary in accordance with terms of service issued by the Ministry 
of Health. R practitioners holding first posts may apply. 

Applications, stating age, nationality, and qualifications, to 
be submitted to the Assistant Secretary as soon as possible. 
ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
NORTHERN GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions invited from registered medical practitioners for appoint- 
ment of OBSTETRIC AND GYNACOLOGICAL HOUSE 
SURGEON, vacant on 18th March, 1951, for a period of 6 
months. Preference will be given to candidates with previous 
obstetric experience. Salary at the rate of £400-£450 p.a. 
according to experience, with a deduction of £100 p.a. in respect 
of residential emoluments. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
to be sent to the undersigned not later than 24th February, 1951. 

GILBERT G. PANTER, Secretary. _ 
ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7.. NORTHERN GROUP HOSPITAL MANAGEMENT COMMITTER. 
Applications invited from registered medical practitioners for 
appointment of ORTHOPAZDIC HOUSE SURGEON AND 
CASUALTY OFFICER, vacant on 31st March, 1951, for a 
period of 6 months. Salary at rate of £400-—£450 p.a., according 
to experience, with a deduction of £100 p.a. in respect of resi- 
dential emoluments. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
should be sent to the undersigned not later than 3rd March, 1951. 

GILBERT G. PANTER, Secretary. 
SAMARITAN eerrres FOR WOMEN, Marylebone- 
road, N.W.1. ae’ RESIDENT MEDICAL OFFICER, 
graded as Junior Registrar in accordance with conditions 0’ 
service as laid down by Minister of Health. Tenure of post 
will be 1 = from Ist April, 1951. Deduction of £100 p.a. for 
residential emoluments. Preference given to qualified medical 
practitioners intending to specialise in gynsecology and obstetrics. 

Applications, stating date of birth, qualifications with dates, 
details of previous appointments, and accompanied by 2 testi- 
monials, should reach the undersigned by 28th February, 1951. 

JONES, Secretary. 


33 


| 
| -| 
| 
Application forms (send stamped addressed foolscap envelope) eee | 
| 
i | 
| 
E | 
& | 
h 
| 
4 
| | 
m 
of 
18 | | 
| | 
a | | 
| | 
| 
th | | 
s, | | 
al | 
h, 
h, | 
| | 
he 
| 
es, | | 
| 
| 
| 
sh, 
on 
‘ed | 
she | 
Ith | | 
| | 
oo] | | 
nes | 
ble | 

| 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[Fes. 17, 1951 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications invited from 
registered Female medical practitioners for appointment of 
OBSTETRIC HOUSE SURGEON, vacant on 

1951. Post recognised for the M.R.C.0.G. The appointment is 
for a period of 6 months. Salary £350, £400, or £450 p.a., 
according to ees, less a deduction of £100 p.a. in respect 
of board, lodging, 

For form of a apply to the Senior Administrative 

Assistant at the Hospital. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications invited from 
registered Women medical practitioners for appointment of 
RESIDENT MEDICAL OFFICER at the Hospital’s 50-Bed 
country branch, near Crawley, Sussex ; the post becomes vacant 
on Ist March, 1951. The post is of Senior House Officer 
(formerly Junior Registrar) status, and the appointment will 
be for a period of 1 year. Salary £670 p.a., less £150 p.a. for 
board, residence, &c. 

For form of application apply to the Senior Administrative 
Assistant at the Hospital. 

ST. PETER’S AND ST. PAUL’S HOSPITALS. St. Peter’s 
HOSPITAL. A vacancy for Temporary SENIOR REGISTRAR 
(resident) will occur on Ist April, 1951. Applications invited 

m Male candidates on the British Register with experience 
in a similar office. Appointment for 6 months in the first instance 
and subject to recommendation may be extended for a further 
6 months. Successful candidate should be prepared to remain 
at the Hospital for 12 months. 

Applications (12 copies), with 12 copies of 3 recent testi- 
monials, should reach the House Governor, St. Peter’s Hospital, 
Henrietta-street, London, W.C.2, by 28th February, 1951. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications invited for post of HOUSE 
PHYSICIAN (House Officer first, second, or third post), post 
vacant immediately. Salary, &c., in accordance with National 
scale. Tenable for 6 months. 

Application forms obtainable from the Secretary, Stepney 
cere Hospital Management Committee, Raine-street, Wapping, 


ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
(660 Beds.) WANDSWORTH HOSPITAL GROUP. SENIOR HOUSE 
OFFICER (anesthetics), post vacant in May. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, to be sent to the Secretary, 
14, Atkins-road, Balham, S.W.12, not later than 2nd March, 1951. 
ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
(660 Beds.) WANDSWORTH HOSPITAL GROUP. HOUSE SURGEON 
(Orthopedic Department), post vacant in April. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, to be sent to the Secretary, 
14, Atkins-road, Balham, 8.W.12, not later than 2nd March, 1951. 


ST. JAMES’ HOSPITAL, Ouseley-road, S.W.12. Wands- 
WORTH HOSPITAL GROUP. HOUSE SURGEON (Neurological 
Department). Post vacant at the end of March. 

Applications, stating age, qualifications, and experience, 
together with names of 3 referees, to be sent to the Secretary, 
Balham, 8,W.12, not later than 24th February, 


ST. CLEMENT’S HOSPITAL, London, W.3. Senior 
HOUSE OFFICER for the Psychiatric Unit, which is composed 
of 24 observation Beds and 36 Beds which are to be opened 
shortly for the short-term treatment of neuroses. Outpatients 
facilities exist for the follow-up of cases. The Unit will be 
visited by consultants from the London and Claybury Hos- 
pitals ; there will be training facilities for the D.P.M. Salary 
£670 p.a., less residential emoluments. 

Apply, stating age, qualifications, experience, and names and 
addresses of 2 refere rees, to the Secretary, Committee Offices, Bow 
Group Hospital Management Committee, 2A, Bow-road, London, 
ST. ALFEGE’S HOSPITAL, Vanbrugh Ay sang Greenwich, 
S.E.10. (816 Beds.) Recognised by the R.C.S. for final F.R.C.S 
examination requirements. Applications rede for post of 
HOUSE SURGEON to the Orthopedic and Special Departments 
at the above Hospital, for a period of 6 months from a date to 
be arranged. Salary £350-£450 according to experience, less 
£100 p.a. for board and lodging. 

Applications, together with copies of not more than 3 recent 
testimonials, should reach Secretary, Greenwich and Deptford 
Hospital Management Committee, at the above hospital, as 
soon as possible. 


UNIVERSITY COLLEGE HOSPITAL, QGower-street, 
W.C.1. Applications invited for post of ASSISTANT ANAS- 
THETICS REGISTRAR (graded Registrar, £775—£890 p.a.) 
for a period of 1 year in the first instance from Ist April, 1951. 
Preference will be given to candidates holding the D.A. 

Applications, together with the names of 2 referees, should be 
submitted to reach the Secretary by 21st February, 1951. 
UNIVERSITY COLLEGE HOSPITAL, QGower-street, 
W.C.1. Applications invited for post of CANCER REGISTRAR 
for a period of 1 year in the first instance, from Ist April, 1951. 
Salary £775-£890. Candidates may apply to the Secretary for 
further details of this appointment. 

Applications, together with the names of 2 referees, should be 
submitted to the Secretary, by 28th February, 1951. 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications invited for post of ASSISTANT MEDICAL 
REGISTRAR for a period of 1 year in the first instance from 
Ist April, 1951. The post will be graded as Senior House Officer 
(£670 p.a.) or Registrar (£775-£890 p.a.), according to the 
experience of the successful candidate. 

Applications, together with the names of 2 referees, should be 
submitted to the Secretary by 26th February, 1951. 
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SPRINGFIELD HOSPITAL, Beechcroft-road, Upper 
Tooting, S.W.17. SENIOR HOUSE OFFICER required at the 
above Hospital, which contains 2147 patients. The hospital 
is a large one and offers excellent experience in diagnosis and 
treatment of all forms of mental disorder, including the neuroses. 
Every variety of modern treatment is carried out in a well- 
equipped treatment centre. The appointment will be subject 

the National Health Service terms and conditions of service 
for hospital medical staff. Salary £670 p.a, Single accommoda- 
tion is available. 

Applications, with copies of 2 testimonials, should be sent to 
the Medical Superintendent. 
WEST LONDON HOSPITAL, Hammersmith-road, 
London, W.6. Applications invited for appointment of REGIS- 
TRAR in the Rheumatism Department of the above Hospital 
for 1 session per week (Wednesday mornings). 

Applications, stating age, and giving deta of experience witb 

dates, qualifications with dates, and medical school, together 
with names of 2 referees, should reach the Secretary The Board 
of Governors, The Hammersmith, West London and St. Mark’s 
Hospitals, 150, Ducane-road, London, W.12, by 26th February, 
1951. 
WESTMINSTER CHILDREN’S HOSPITAL. West- 
MINSTER HOSPITAL TEACHING GROUP. HOUSE PHYSICIAN 
required for 6 months from 21st April, 1951. Salary £400 or 
£450 p.a., according to experience, with deduction of £100 p.a. 
for residential emoluments. 

Applications, with copies of testimonials, should be submitted 
by 5th March to the Assistant Secretary, Westminster Children’s 
Hospital, Vincent-square, London, S.W.1. 
HOME, SWaNLEY, There will shortly be a vacancy for 
the post of RESIDE? NT: MEDICAL OFFICER (Female), 

graded as Senior House Officer, at a salary of £670 p.a., less 
£100 p.a. for residence. The appointment, which is renewable, 
is for 12 months’ in the first instance. Parkwood receives women 
and children in an early stage of convalescence from Westminster 
and other hospitals. 

Applications, giving details of qualifications, and experience, 
together with copies of 2 recent testimonials, should be received 
within 2 weeks of the appearance of this advertisement. 

CHARLES M. POWER, Secretary. 

Westminster Hospital, S.W.1. 


Provincial (see also p. 48) 


AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. OBSTETRIC AND GYNASCOLOGICAL HOUSE 
SURGEON (second or third post), vacant 26th March. Depart- 
ment includes recently reconstructed Obstetric Unit of 25 Beds. 
Recognition by R.C.O.G. being sought. 

Applications, with 2 testimonials, to Secretary-Superintendent 

by 5th March. 
AYLESBURY. TINDAL GENERAL HOSPITAL. (297 
Beds.) HOUSE SURGEON (first or second post), vacant 
now. This post offers good surgical experience and is recognised 
for the F.R.C.S. 

Please apply, with 2 testimonials or names for reference, 'to 

the Administrative Officer. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE SURGEON (Male) for wards taking traumatic 
and orthopedic cases 6 months’ appointment, vacant Ist 
March, 1951. National Health Service salary, terms, and 
conditions of service. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of up to 3 recent testimonials, to Medical 
Director of Hospital, immediately. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 2 
SENIOR HOUSE OFFICERS, 1 resident (Male), 1 non-resident 
for Pathological Laboratory, posts vacant on Ist April, 1951. 
Previous clinical experience essential but pathological experience 
not essential. National Health Service salary scale and terms 
and conditions of service. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, to Medical 

tor of Hospital as soon as possible. 

ASTLEY, near MANCHESTER. ASTLEY HOSPITAL. 
(132 Beds.) SENIOR HOUSE PHYSICIAN, resident, required 
at the above Hospital which is being developed into a general 
hospital with acute medical beds, a geriatric unit, and infectious 
disease cases. It is hoped shortly to introduce pediatric beds. 
Facilities will be given for outpatient work at Leigh Infirmary 
which is nearby. Preference will be given to applicants who have 
held resident medical posts in general hospitals and the post is 
suitable for applicants studying for higher qualifications. The 
post is tenable for 1 year. Salary and conditions of service 
as published by the Ministry of Health, i.e., £670 p.a. less 
emoluments. 

Applications, stating full name, age, qualifications, experience, 
and appointments held, together with the names of 2 referees, 
should be received by the undersigned as soon as possible. 

7. . Hurst, Secretary 
Wigan and Leigh Hospital hnnagemeat Committee. 

Knowsley House, Wigan-lane, Wigan. 

BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (300 occupied Beds.) Applications invited 
from registered medical practitioners for resident appointment 
of HOUSE OFFICER (medical), first or second post hgld. 
Salary £350—£400 p.a., less £100 p.a. for residential emoluments. 
Appointment, to commence Ist April, 1951, is for 6 months and 
subject to the terms and conditions of service of hospital medical 
and dental staffs (England and Wales). 

Applications, stating nationality, age, qualifications, and 
experience, with copies of recent testimonials or the names of 
—- should be sent to the Administrative Officer as soon as 
possible. 
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RENTRY ITAL GROUP MANAGEMENT COMMITTEE. 
JUNIOR. HOSPITAL MEDICAL OFFICER (Male) required 
at above Colony a tage 700 mental defectives. 
Salary £700—-£50-—£1000 Candidates must have held house 
appointments and have Nee registered as medical practitioners 


for not less than 2 years. Previous psychiatric experience will 


be an advantage. Appointment subject to the National Health 

Service superannuation scheme. Small house available. 
Applications, with full particulars, and 3 recent testimonials 

or names of 3 referees, to the Secretary, Hortham-Brentry 

Bristol 8. Management Committee, 11, Regent-street, Clifton, 
ristol, 8. 


“BARKING HOSPITAL (Maternity). There will be 


a 
vacancy for a RESIDENT SENIOR HOUSE OFFICER 
(Male or Female), on 12th March, 1951. Salary being £670 p.a., 
less emoluments valued at rate of £150 p.a. Applicants should 
have been qualified not less than 1 year. Duties will include 
antenatal work. 

Applications, accompanied by copies of testimonials, should 
be sent to the undersigned within 2 weeks of publication of this 
advertisement. 

G. AUSTIN HEPWORTH, Secretary, 

Ilford and Barking Group Hospital Committee. 

King George Hospital, Ilford. 

BATH. ROYAL UNITED HOSPITAL. Applications 
invited from registered medical practitioners for post of HOUSE 
SURGEON and obstetrics). Salary, terms, and 
ae of service in accordance with those reamed] by Ministry 

Applications, stating age, qualifications, and aly to Ad with 
3 recent testimonials, to be forwarded immediate Adminis- 
trative Officer. J. LAWRENCE MEars, 

Bath Hospital Management Commi tee. 

__ Manor Hospital, Bath. 


BATH. ST. MARTI N’S “HOSPITAL. Applications 
invi from registered medical practitioners for post of HOUSE 
PHYSICIAN. Salary, terms, and conditions of service in 
accordance with those laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials, to be forwarded immediately to Secretary, 
St. Martin’s Hospital,‘ Midford-road, Bath. 

J. LAWRENCE MEARS, Secre 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 
BATH. ST. MARTIN’S HOSPITAL. Applications 
invited from registered medical practitioners for post of HOUSE 

SURGEON. Salary, terms, and conditions of service in 
accordance with those laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials to be forwarded to Secretary, St. Martin’s 
Hospital, Midford-road, Bath, immediately. 

J. LAWRENCE MEARS, Secretary, 
aoe Hospital Management Committee. 

Manor Hospital, Bath 
BASINGSTOKE. ROOKSDOWN HOUSE PLASTIC 
AND JAW UNIT. Applications invited from registered medical 
practitioners, Male or Female, for appointment of HOUSE 
SURGEON (second or third post). Salary according to national 
scale. The appointment is for 6 months. Interesting work 
which includes plastic surgery of all varieties, war injuries, 
congenital abnormalities, burns at all stages. 

Applications to be sent to the Medical Superintendent. 
Rooksdown House, Basingstoke, Hants, as soon as possible. 


BARNET GENERAL HOSPITAL, Barnet, Herts. Applica- 
tions are invited for the wan Posts of HOUSE SURGEON, 
first or subsequent appointments 
i) -T. and Ophthalmic Departments. 

(ii) Orthopedic Department. 
Salaries in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and 
Wales). The E.N.T. appointment is vacant Ist April and the 
Orthopedic appointment is vacant 7th March. 

Applications, giving details of qualifications, and experience. 
together with copies of recent testimonials, should be sent as 
soon as possible to the Medical Director. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEON (General Surgery Wards), vacant Ist March, 1951. 

Applications, with full particulars, should be addressed to the 
Secretary, Frenchay Hospital, quoting G.S.F. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEONS, Regional Neurosurgery Unit, vacancies will occur end 
of March and aoe. Posts offer useful surgical experience and 
y of gaining a working knowledge of neurological 

Applications, with full particulars, should be addressed to the 
Secretary, Frenchay Hospital quoting N.S.F. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. COSSHAM MEMORIAL HOSPITAL. (101 Beds 
—General and Casualty.) Required, HOUSE SURGEON AND 
CASUALTY OFFICER (first post) required Ist March, 1951. 
National salary scale and conditions. 

Applications, with full particulars, 06 Be sent to the 
Group Secretary, Frenchay Hospital, Bristo 


BRIGHTON. ROYAL ALEXANDRA ic FOR 
SICK CHILDREN, AND LEWES HOSPITAL 
MANAGEMENT equired, HOUSE 
Salary at the of £350, or £450 p.a., according to 
experience, less £100 for residential emoluments. Duties to 
commence from Ist gy for a period of 6 months. 

Applications, giving age, nationality, qualifications, and 
experience, together with copies of recent testimonials, to be 
sent to the Administrative Officer immediately. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(302 Beds.) BRIGHTON AND~LEWES HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON required for the above 
Hospital, post now vacant. Salary £350—£450 a year, according 
to experience, less £100 in respect of residential emoluments. 

Applications, witb full details of experience, &c., and enclosing 
copies of 3 testimonials, should be sent to the Administrative 
Officer at the Hospital, as soon as possible. 

BEDFORD GENERAL HOSPITAL (South Wing). Appli- 
cations invited for appointment of SENIOR HOUSE OFFICER 
for duties in the Orthopedic and Traumatic Department. This 
appointment, which is recognised for examination purposes by 
the Royal College of Surgeons, will be for a period of 12 onthe 
in the first instance and offers exceptional opportunities for 
experience in a busy acute general hospital. Salary will be at 
rate of £670 p.a., less a deduction for residential emoluments. 

Applications, stating age, nationality, qualifications, previous 
and the names of — to whom reference 

be made, if desired, should be addressed to the Secretary, 
Bec ford Group Hospital ‘Management Committee, 3, Kimbolton- 
road, Bedford. 
BEDFORD GENERAL HOSPITAL. (426 Beds.) Required, 
SENIOR ANASTHETIC HOUSE OFFICER (resident) for 
duties in both Wings of this Hospital. The post, which is vacant 
on 28th February, 1951, is recognised for the D.A. examination 
and provides good experience of ansesthetics in a busy acute 
general hospital. Salary £670 p.a., less a deduction for 
residential emoluments. 

Applications, giving age, sex, nationality, qualifications, and 
previous appointments, together with the names of 3 persons to 
whom reference may be made if desired, should be sent forthwith 

the Bedford. Group Hospital Management 
Committee, 3. Kimbolton-road, Bedford. 
BEDFORD SEHERAC HOSPITAL (South Wing). Resi- 
DENT HOUSE SURGEON required to fill vacancy on Ist April, 
1951. This appointment is recognised for examination purposes 
by the Royal College of Surgeons, and offers exceptional oppor- 
tunities for general experience in a busy acute surgical unit. 

Applications, stating age, nationality, qualifications, previous 
appointment, and the names of 3 persons to whom reference ma 
be made if desired, should be addressed to the Secretary, Bedfo 
Management Committee, 3, Kimbolton-road, 

edford. 

BEBINGTON, WIRRAL. CLATTERBRIDGE HOS- 
PITAL. (840 Beds.) CENTRAL WIRRAL GROUP. SENIOR USE 
OFFICER (pediatrics) for 1 year from 1st April, 1951. lary 
£670 p.a., less — for residence. Further details from Medical 
Superintendent 

Applications, stating qualifications, experience, and names 
of 2 referees, to Secretary immediately. 


BEBINGTON, WIRRAL. CLATTERBRIDGE | HOS- 
ye Ved Beds.) CENTRAL WIRRAL GROUP. Required, HOUSE 

Obstetrics and 

Peediatrics. 
Appointments for 6 months from Ist April, 1951. Salary 
£350-£450 p.a., according to experience, less £100 p.a. for 
residence. 

Applications with names of 2 referees to Secretary. 


BIRMINGHAM ACCIDENT HOSPITAL (209 Beds), 
BIRMINGHAM, 15. GROUP 25 BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE. invited from registered 
practitioners for the following p 

RESIDENT SURGICAL OFFICER at above Hospital. 
The Hospital treats 50,000 new accident cases each year and 
the successful applicant will become a member of a surgical 
team. Salary £670 p.a. in accordance with the national terms 
and conditions of hospital] medical and dental staffs. A deduction 
of £140 p.a. will be made in respect of emoluments. 

Detailed applications, giving the names and addresses of 
3 referees, should be sent to the Administrator. 

HOUSE SURGEON (Male or Female), The appointment 
will be for a period of 6 months, of which the first 2 will be 
with the Burns Unit (Medical Résearch Council) and the remain- 
der in genera] traumatic service. The Hospital treats 50,000 
new patients each year. . The post offers practical experience 
in the treatment of all types of injury and includes a course 
of instruction on accident surgery given by the Consultant 
staff. Salary in accordance with the national terms and condi- 
tions of hospital medical and dental staffs. 

Detailed applications, accompanied by copies of recent 
testimonials, to be sent to the Administrator. 


BIRMINGHAM. THE CHILDREN’S HOSPITAL. The 
UNITED BIRMINGHAM HOSPITALS. Applications invited from 
tered medical practitioners for the posts of :— 

HOUSE PHYSICIA 

HOUSE SURGEON, 
vacant Ist May, 1951, for 6 months. Salary in accordance 
with terms and conditions of service for hospital medical staff, 
less £100 p.a. for board-residence. 

Forms of application may be obtained from the undersigned 
and should be returned not later than 28th February, 1951. 

N. R. Winwoop, House Governor. 
Ladywood-road, Birmingham, 16. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
THE BIRMINGHAM MATERNITY HOSPITAL. 
SURGEON required. Salary £400 or £450 p.a., according to 
experience. The appointment is for a period ‘of 6 months. 
Duties commence Ist May, 1951. 
Application forms can be obtained from the waacesignsd, and 
should be returned not later than 2nd March, 1951. 
BERNARD SYLVESTER, House Governor. 
The United Birmingham Hospitals, Birmingham and 
Midland Hospitals for Women, Showell Green-lane, 
Sparkhill, Birmingham, 11. 
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BIRMINGHAM, 31. HOLLYMOOR HOSPITAL, North- 
YIELD. BIRMINGHAM NO. 6GROUP (MENTAL B) HOSPITAL MANAGE- 
MENT COMMITTEE invite applications for post of SENIOR 
HOUSE OFFICER for above Hospital, Male or Female, resident 
or non-resident, duties to commence as soon as possible. The 
Hospital, which has undergone extensive renovation, has 
accommodation for over 600 patients. A comprehensive pro- 
gramme of treatment is in operation, including both physical 
and psychological approaches, and there is also an active 
psychiatric outpatient clinic at the Selly Oak Hospital, Birm- 
ingham. Previous postgraduate psychiatric experience is not 
essential, but applicants should normally have held the post of 
House Officer in a general hospital. The appointment which will 
be for 1 year, will be in accordance with the Ministry of Health 
terms and conditions of service. Salary £676 p.a., with deduction, 
if resident, of £100 p.a. for board and lodging, and subject to 
the National Health Service (Superannuation) Regulations, 1950. 

Applications, stating full name, age, nationality, qualifications, 
and experienc e, and providing the names of 3 referees, to be sent 
within 21 days of publication of this advertisement to the 
secretary, Offices of the Group Hospital Management Com- 
mittee, Rubery Hill Hospital, Birmingham. 


BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
THE BIRMINGHAM (DUDLEY ROAD) GROUP OF HOSPITALS. Appli- 
cations invited for appointment of SENIOR HOUSE OFFICER 
(aneesthetics). The post is resident, and will be vacant on 
8th March next. It will be centred at Dudley Road Hospital 
(900 Beds), but will include some duties at other hospitals 
within this group. Dudley Road Hospital is recognised for 
training for the D.A. The appointment will be made in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales). 

Applications, stating age, qualifications, and experience, and 
accompanied by copies of 3 recent testimonials, should be sent 
to the undersigned within 7 days of the appearance of this 
advertisement. 

PRESTON, Secretary, Hospital Management Committee. 

Dudley Road Hospital, Birmingham, 18. 


BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
(350 Beds.) | SOUTH WEST PURHAM HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE SURGEON. Salary £350-£450 
p.a., according to previous posts held, less £100 p.a. for full 
residential emoluments. 

Applications, stating age, qualifications, and experience 
together with copies of not more than 3 testimonials, hount 
be sent to the Secretary, The General Hospital, Bishop Auckland, 
co. Durham, as soon as possible. 


BLACKPOOL. DEVONSHIRE ROAD INFECTIOUS 
DISEASES HOSPITAL. ee invited from registered medical 
practitioners for post of SENIOR HOUSE OFFICER. The 
person appointed will be resident in the hospital and will also 
be required to assist the Group Consultant Peediatrician and 
also will have other duties in connection with the care of beds 
under the Peediatrician at the Victoria Hospital (General), and 

*Glenroyd*’ Maternity Hospital, Blackpool. The post will 
provide good opportunities for gaining experience in child health. 
The post is tenable for 1 year. Salary and conditions of service 
in accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales). Appropriate 
charges will be made for residence. 

Applications, stating age, qualifications with dates, and details 
of previous experience, together with copies of recent testi- 
monials, should be sent to— 

WALTER R. SMITH, Secretar: 
Blackpool and Fylde Hospital Wonnananes Committee. 

Victoria Hospital, Blackpool. 


BLACKPOOL. VICTORIA HOSPITAL. (Modern general 
Hospital—339 Beds.) Applications are invited from registered 
medical practitioners for the posts of :— 

OUSE SURGEON (resident), Surgical Unit. Post is 
recognised for F.R.C.S. examination. 

HOUSE SURGEON, Casualty and Orthopedic Department, 
vacant 19th March, 1951. 

HOUSE OFFICER (obstetrics and gynecology), resident. 

— is recognised for D.Obst. R.C.O.G. and is vacant 27th April, 
1951. 
Salary and conditions of service in accordance with Ministry 
of Health recommendations—i.e., £350 p.a.—-£450 p.a., according 
to posts previously held, with a deduction of £100 p.a. for full 
residential emoluments. 

Applications, stating age, qualifications, and copies of 3 recent 
testimonials, should be sent to the Administrative Officer, 
Victoria Hospital, Blackpool. 

VALTER R. SMITH, Secretary, 
Blackpool and Fylde Hospital Management Committee. 


BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. 
Florence Nightingale Hospital, Bury (120 Beds for 
Infectious Diseases) 
Aitken Sanatorium, Holcombe, near Bury (70 Beds 
for Tubercle) 

A vacancy exists * a HOUSE PHYSICIAN to work between 
these Hospitals. Applicants should have held previous House 
Officer posts. Salary and conditions of service will be in accord- 
ance with those laid down for hospital medical and dental 


staffs. 
Applications should be made immediately to— 
H. WILKINSON, Secretary to the Committee. 
Bury General Hospital, Walmersley-road, Bury, Lancs. 
RY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. FAIRFIELI) GENERAL HOSPITAL. ROSSENDALE 
GENERAL HOSPITAL. Applications invited for post of SENIOR 
HOUSE OFFICER (obstetrics) at cach of the above Hospitals. 
Salary and conditions in accordance with national 
Applications should be made immediately to— 
H. WILKINSON, Secretary to the Committee. 
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BURY. GENERAL HOSPITAL. (164 Beds.) Required, 
HOUSE SURGEON. Post recognised for the F.R.C.S. Hospital 
is mainly surgical and experience can be gained in orthopredic 
and E.N.T. work. Salary and conditions of service in accordance 
with national scale. 
Applications, giving full details of qualifications and experi- 
enee, should be made immediately 
. WILKINSON, Secretary 
Bury and Rossendale Hospital Management Committee. 

Bury General Hospital, Bury, Lancs. 
BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (first or second post) for 
ophthalmic and E.N.T. duties. Appointment initially for 
6 months. Salary £350 or £400 p.a., less £100 emoluments, 
_ Sa with National Health Service terms and conditions 
ot service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 


BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE PHYSICIAN (first or second post) for 
general medical] duties, post vacant mid-February. Appointment 
initially for 6 months. Salary £350 or £400 p.a., less £100 
emoluments, in accordance with National Health Service terms 
and conditions of service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 
BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (first or second post) for 
Casualty and Orthopedic. duties, post vacant mid-March. 
Appointment initially for 6 months. Salary £350 or £400 p.a., 
less £100 emoluments, in accordance with National Health 
Service terms and conditions of service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN Applications invited for appointment of 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER for 
medical duties ; experience in ansesthetics desirable. Salary 
£700 p.a., less deductions for emoluments. 

Applications, stating age, qualifications, and experience, 
should be sent to the Secretary to reach him not later than 
CARLISLE. EAST CUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited from registered 
medical practitioners for following resident House Officer 
posts, vacant from the Ist April, 1951 : 

Cumberland Infirmary, Carlisie e (354 Beds) 

3 HOUSE OFFICERS (general a. 

HOUSE OFFICER, Orthopsedic and Fracture Department. 

“SPECIALS” HOUSE OFFICER (E.N.T. and ophthalmic). 

HOUSE OFFICER (obstetrics and gynecology ). 

HOUSE OFFICER (medical). 

City General Hospital (146 Beds) and City Maternity 
Hospital, Carlisle (57 Beds) 

HOUSE OFFIC ER (obstetrics and gynecology ). 

The appointments, which are for 6 months, are subject to the 
terms and conditions of service of hospital medical and dental 
staffs (England and W: ales). Salaries will be within the range of 
£350-£450 p.a., according to experience, with a deduction of 
£100 p.a. in respect of board, lodging, and other services 
provided. 

Applications should be sent to the undersigned as soon as 
possible. 


Cumberland Infirmary, Carlisle. | A. PICKERING, Secretary. _ 


CATERHAM, SURREY. ST. LAWRENCE’S HOSPITAL 
MANAGEMENT. COMMITTEE. Applications invited for post of 
JUNIOR HOSPITAL MEDICAL OFFICER at the above 
Hospital, which accommodates over 2000 mental defectives. 
Salary £700 p.a., rising to £1000 p.a. If resident, a charge of 
£165 p.a. is made in respect of board, lodging, &c. The Hospital 
is situated within easy travelling distance of London, and there 
are ample opportunities for further study. 

Applications, stating full name, age, nationality, qualifications, 
and experience, and providing the names of 2 referees, should be 
addressed to the Physician-Superintendent, St. Lawrence’s 

: Hospital, Caterham, within 10 days of the appearance of this 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. Applications invited from registered medical practi- 
tioners, Male and Female, for appointment of HOUSE OFFICER 
to the Departments of Dermatology, Ophthalmology, and 
Peediatrics at Addenbrooke’s Hospital, vacant on 15th April, 
1951. Salary (resident) £400 or £450 a year, according to 
experience. Accepted for D.C.H. An R practitioner who 
already held 2 posts may apply, subject to the permission of 
the Central Medical War Committee. 

Applications,: stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent to the undersigned on or before Saturday, 3rd 
March, 1951 . A. BRARDBALL, Secretary. 
COVENTRY GROUP NO. 20 HOSPITAL MANAGE- 
MENT COMMIWTEE. Applications invited for under-mentioned 
posts. National scale of salaries :— 

Manor Hospital, Nuneaton (137 Beds) 

HOUSE SURGEON for Casualty Department and general 
duties. 
George Eliot Hospital, Nuneaton (289 Beds) 

HOUSE SURGEON, now vacant. 

HOUSE PHYSICIAN, vacant early March. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to the Secretary, 


Group 20 Hospital Management Committee, Coventry and 
Warwickshire Hospital, Coventry. 
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CANTERBURY. ST. AUGUSTINE’S HOSPITAL, 
CHARTHAM DOWN, hear CANTERBURY. Applications invited 
by the Management Committee of the above Hospital for 
Mental and Nervous Disorders, from registered practitioners 
(Male or Female) for the post of RESIDENT SENIOR HOUSE 
OFFICER for tenure of 1 year. Salary in accordance with 
terms and conditions of service for heopitel medical staff—i.e 
£670 P: .a. Unmarried accommodation is available in the Hospital, 
for which a charge of £150 will be made. 

Apply, stating nationality, age, sex, qualifications, and 
experience, with names of 3 referees, to the Medical Superin- 
tendent, within 14 days of this advertisement. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (240 Beds.) CANTERBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Required, ORTHOPAZDIC HOUSE SURGEON. 
Appointment now vacant and limited to 6 months. Previous 
experience in orthopeedic surgery an advantage. Post is recog- 
nised for the F.R.C.S. Diploma. Salary £400 or £450 p.a., 

according to number of posts held, with a deduction of £100 
p.a. for residential emoluments. 

Applications, giving age, full particulars of qualifications with 
dates, and experience, with copies of 3 a. testimonials, 
should be forwarded as soon as possible to M. D. Kay, Chief 
Administrative Officer at the Hospital. 


CARDIFF. ST. DAVID’S HOSPITAL. (Accident Unit.) 
Applications invited for post of SENIOR HOUSE OFFICER 
for the above Unit. Salary £670 p.a., less £130 for full residential 
emoluments. 

Applications, stating age, experience, &c., to be sent to the 
Secretary, Cardiff Hospital Management Committee, St. David's 
Hospital, Cardiff, in envelope marked in top left hand corner 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) House 
SURGEON required for Accident Unit at the above Hospital. 
Salary in accordance with National Health Service scale. The 
post is resident and tenable for 6 months. 

Applications, with copies of 2 testimonials, to be sent to the 
Secretary, Cardiff Hospital Management Committee, St. David’s 
Hospital, ‘Cardiff. 


CHELTENHAM GENERAL EYE AND CHILDREN’S 
HOSPITAL. CHILDREN’S DEPARTMENT. Applications invited for 
post of RESIDENT MEDICAL OFFICER (second or third 
post) for the Children’s Department (50 Beds). The appointment 
which is recognised for candidates entering for the D.C.H. 
offers scope for wide experience in all departments of pediatrics, 
surgical cases, and attendance at Outpatient Departments at 
the General Hospital. Previous hospital experience in pediatrics 
is desirable. Salary and conditions of service in accordance 
with the National Health Service regulations. 

Aeumeone. together with 3 testimonials, should be addressed 
immediately to S. T. Davis, Secretary-Superintendent. 

Cheltenham General Eye and Children’s Hospital, 

Cheltenham. 
CHELTENHAM GENERAL, EYE AND CHILDREN’S 
HOSPITAL. (220 Beds.) Applications invited from registered 
medical practitioners (Male) for appointment of HOUSE 
su RGEON. Salary and conditions of service will be in accord- 
ance with National Health Service regulations. 

Applications, stating age, qualifications, experience, and 
copy should be forwarded to the Secre- 
tary, Cheltenham Group Hospital Management Committee, 
CHELMSFORD. ST. JOHN’S HOSPITAL. ‘Applications 
invited for post of HOUSE SURGEON, duties commencing 
as soon as possible. Salary in accordance with national scale. 

Applications, stating age, nationality, qualifications, and 

experience. together with copies of testimonials, should be sent 
immediately to the Secretary, Hospital Management Committee— 
Chelmsford Group, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 
CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
HOUSE SURGEON, post now vacant. This post offers 
good surgical experience and is recognised for the F.R.C.S. 
Salary in accordance with National Health Service scale. 

Applications, together with 2 recent testimonials, to the 
Secretary, Chelmsford Group Hospital Management Committee, 
Chelmsford, Essex. 


CHESTERFIELD AND NORTH DERBYSHIRE ROYAL 
HOSPITAL. HOUSE SURGEON required immediately for busy 
general hospital, 327 Beds (including annexes). Appointment 
tenable for 6 months in first instance. Salary within range 
£350, £400, or £450 p.a., according to experience, less £100 p.a. 
deduction for residence. Ministry of Health conditions of service. 
Applications, stating age, qualifications, and details of previous 
experience, with names and addresses of 3 refereés, to— 
Boone, Secretary 


M. H. 
Chesterfield Hospital Committee. 
Royal Hospital, Chesterfield. 


COTTINGHAM, E. YORKS. CASTLE HILL HOSPITAL. 
(200 Beds—modern I.D. hospital with full laboratory facilities. ) 
Whole-time HOUSE OFFICER (second or third post) required 
for duties under Consultant in I.D. 

Detailed applications, with names of 3 referees, to ‘be received 
ie = Secretary, No. 5 Hospital Management Committee, 

ull B Group, Castle Hill, Cottingham, E. Yorks, by 5th 
March, 1951. : 
DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. SENIOR HOUSE OFFICER 
required. Salary £670 p.a., less recognised charge for services 
provided by the Hospital. Single quarters or flat available for 
married man. 

Applications, with eee | of 2 referees, to the Medical Super- 
intendent as soon as poss’ 

SIDNEY L. FRosT, ancy to the Management Committec. 

Ist February, 1951. 


CHICHESTER. ALDINGBOURNE SANATORIUM. 
RESIDENT HOUSE PHYSICIAN required for 6 months at 
above Sanatorium and its Annexe at Bognor, 100 Beds. Includes 
liaison with Thoracic Surgical’ Unit at St. Richard’s Hospital, 
Chichester. Salary £350, £400, or £450 according to posts held, 
less £100 for residence. 

Apply Physician- Superintendent at Sanatorium. 
DARLINGTON MEMORIAL HOSPITAL. (316 Beds.) 
E.N.T. DEPARTMENT. Required, SENIOR HOUSE OFFICER. 
Commencing salary £670 p.a. The Inpatient Department is 
shortly to move into a new unit now under construction. 

Applications, giving age, experience qualifications, and with 
2 names for reference, should be sent forthwith to— 

G. W. BECKWITH, Secretary. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical practi- 
tioners for appointment of HOUSE OFFICER, Physician to 
include dermatology, vacant 30th April, 1951. Salary, terms, 
and conditions of service in accordance with the Ministry of 
Health scale for hospital medical and dental staffs. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the undersigned at 20, Oxford-road, Dewsbury. 

GEo. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management (¢ ‘ommittee. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical 
practitioners for appointment of HOUSE OFFICER, Physician 
to include peediatrics, vacant 30th April, 1951. Salary, terms, 
and conditions of service in accordance with the Ministry of 
Health scale for hospital medical and dental! staffs. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
GEo. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical 
practitioners for appointment of HOUSE OFFICER (obstetrics 
and gyneecology) at the above Hospital which is recognised by 
the Royal College of Obstetricians and Gynecologists for the 
Diploma in Obstetrics. The post is vacant 30th April, 1951. 
Salary, terms, and conditions of service in accordance with the 
Ministry of Health scale for hospital medical and dental staffs. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the undersigned at 20, Oxford-road, Dewsbury. 

GEo. W. BATCHELOR, Secretary, Dewsbury, Batley, 

and Mirfield Hespital Manageme nt C ommittee. 

DEWSBURY. THE GENERAL HOSPITAL. (119 Beds.) 
Applications invited from registered medical practitioners pou 
appointment of HOUSE OFFICER (surgical), opporturity 
provided for experience in Aura] and Ophthalmic Departments, 
Salary and terms and conditions of service in accordance with 
the biinistry of Health scale for hospital medical and denta) 
ita 


Applications, with copies of 3 recent testimonials, should be 
forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
Gro. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 


DONCASTER ROYAL INFIRMARY. (330 Beds—recog- 
nised under the Regulations for the Examinations of the R.C.S.} 
Required, HOUSE SURGEON (Male or Female). Salary £350, 
£400, or £450 p.a., according to experience. A deduction at 
rate of £100 p.a. made for board, residence, &c. 

Applications, stating age, qualifications with dates, nation- 
ality, and present post, with copies of 3 recent testimonials, 
should be forwarded to— 

ARTHUR JONES, Secretary, 
Doncaster Hospital Management Committee. 
c/o Doncaster Royal Infirmary. 


DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the D.L.O. and D.O.M.S.) Applications 
invited from registered medical practitioners for whole-time 
post of SENIOR HOUSE OFFICER, E.N.T. Department. 
in accordance with the terms and conditions of service of hospital! 
medical and dental staffs (England and Wales). Salary at the 
rate of £670 p.a. 

Applications, stating age, education, qualifications, and 
details of present and previous appointments with dates, 
together with copies of 3 testimonials, should be forwarded to 
reach the undersigned not later than 28th February, 1951. 

ARTHUR JONES, Secretary, 
Doncaster Hospital Management Committee. 
c/o Doncaster Royal Infirmary. 


DONCASTER ROYALINFIRMARY. (330 Beds—recog- 
nised under the Regulations for the D.L.O. and D.O.M.S.) 
Applications invited from registered medical practitioners for 
appointment of HOUSE SURGEON to the E.N.T. and Oph- 
thalmic Departments. Salary at rate of £350, £400, or £450 p.a.. 
according to experience, from which a deduction at rate of £100 
p.a. will be made for board, residence, &c. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be forwarded to— 

ARTHUR JONES, Secretary, 
Doncaster Hospital Management Committee. 

c/o Doncaster Royal Infirmary. 

DONCASTER HOSPITAL MANAGEMENT COM- 
MITTEE invite applications from registered medical practi- 
tioners for non-resident post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Chest Clinics. Salary and conditions of service in 
accordance with terms and conditions of service of hospita} 
medical and dental staffs (England and Wales). 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should be for- 
warded not later than 28th February, 1951, addressed to the 
Secretary, Doncaster Hospital Management Committee, c/o 
Doncaster Royal Infirmary, Doncaster. 
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DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. Applications from 
eases practitioners for following appointments :— 
Quest Hospital, Dudley (154 Beds) 
CASUALTY OFFICER, post now vacant. 
Corbett Hospital, Stourbridge (106 Beds) 
CASUALTY OFFICER, mre now vacant. 
RES —? HOUSE SURGEON, post vacant Ist March, 


stating age, with of 3 recent 
testimonials, to— RAYMOND HURS' 

Secretary ‘the Management 

The Guest Hospital, Dudley. 

EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
SENIOR SURGICAL CASUALTY HOUSE OFFICER (resident) 
required. Salary £670 p.a., deduction of £130 p.a. for board, 
lodging, &c. 

Applications, together with the names of 2 referees, to the 

Group Secretary, Edgware General Hospital, Edgware, Middle- 
sex, not later than 24th February. 1951. 
EDINBURGH. WESTERN GENERAL HOSPITAL, 
Crewe-road, EDINBURGH, 4. BOARD OF MANAGEMENT FOR THE 
EDINBURGH NORTHERN HOSPITALS. HOUSE SURGEON 
required for the Urological Unit. This post is suitable as a first, 
second, or third post held, and is for a period of 6 months 
commencing on Ist April, 1951. Salary £350, £400, or £450 p.a., 
according to previous posts held, less £100 for residential emolu- 
ments. 

Applications to Medical Superintendent, Western General 

Hospital, as soon as possible. 
EDINBURGH. EASTERN GENERAL HOSPITAL, 
Seafield-street, EDINBURGH, 6. BOARD OF MANAGEMENT FOR THE 
EDINBURGH NORTHERN HOSPITALS. 2 HOUSE SURGEONS 
ecequired for the Thoracic Unit. These posts are suitable as 
first, second, or third posts held, and are for a period of 6 months 
commencing Ist April, 1951. Salary £350, £400, or £450 p.a., 
according to previous posts held, less £100 for residential emolu- 
ments. 

Applications to Medical Superintendent, Western General 

Hospital, Edinburgh, 4, as soon as possible. 
EPPING. ST. MARGARET’S HOSPITAL. (500 Beds.) 
Applications invited for post of SENIOR HOUSE OFFICHE 
(obstetrics) at the above Hospital. Salary on National Health 
Service scale—viz., 0 p.a., less a deduction of £130 p.a. for 
board and lodging, and other services provided. 

Applications in writing, with copies of 2 recent testimonials, 
to reach the Secretary, yg od Group Hospital Management 
Committee, St. Margaret’s Hospital, Epping, Essex, not later 
than 24th February, 1951. 
EPPING. ST. MARGARET’S HOSPITAL. (500 Bed 8.) 
Applications invited for post of HOUSE SURGEON ‘firey 
post) at the above —— Salary on National Health Service 
scale, viz., £350 p less a deduction at the rate of £100 p.a. 
for board and AA eg and other services provided. The successful 
candidate will be required to take up the appointment imme- 
diately. 

Applications in writing, together with copies of 2 recent 
testimonials, to be forwarded immediately to the Secretary, 
Epping Group Hospital Management Committee, St. Margaret’s 
EPSOM, SURREY. HORTON HOSPITAL. There is a 
vacancy for a SENIOR HOUSE PHYSICIAN. Applicants 
must have held a house appointment in a General Hospital. 
Single resident accommodation is available. The _ hospital 
(1400 Beds) deals with all types of psychiatric illness. There is a 
special unit (The Mott Clinic) for the treatment of neurosyphilis. 

‘acilities are afforded for attending courses of instruction in 
London for the D.P.M. Salary £670 p.a. and conditions of service 
in speeemence with the published conditions of the Ministry 
of Healt 

Applications, with the names and addresses of 2 referees, 

should be sent to the Physician-Superintendent not later than 
14 days after the appearance of this advertisement. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom 
SURREY. RESIDENT HOUSE OFFICER (obstetrical) required. 
6 months’ appointment. Salary £350, £400, or £450 p.a. according 
to experience, less £100 p.a. for emoluments. Successful candi- 
date will be required to commence on 19th March, 1951. 

Applications, stating age, qualifications, and experience, with 

copies of 3 recent testimonials, to be sent as soon as possible 
to the Secretary at above address. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
(300 Beds—10 Resident Medical Staff employed.) EXETER 
AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. Applica- 
tions invited from registered medical practitioners, Male and 
Female, for appointment of HOUSE SURGEON, Obstetric 
and Gynecological Department, vacant 25th March, 1951. 
The appointment is for a period of 6 months. Salary £350, £400, 
or £450 p.a., less deduction of £100 p.a. for full residential 
emoluments (health service terms and conditions). Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply. 

Applications, with copies of 2 recent testimonials, to the 
Senior Administrative Officer, on or before 28th February, 1951, 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
(300 Beds—10 Resident Medical Staff employed.) EXETER AND 
MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. Applications 
invited from registered medical practitioners, Male and Female, 
for appointment of HOUSE SURGEON, vacant 12th March, 
1951. The appointment is for a period ‘of 6 months. Salary 
£350, £400, or £450 p.a., less deduction of £100 p.a. for full 
residential emoluments (health service terms and conditions). 
Practitioners within 3 months of qualification and liable under 
the National Service Aets may apply. 

Applications, with copies of 2 recent testimonials, to the 
Senior Administrative Officer, on or before 28th February, 1951. 
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EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
TUNBRIDGE WELLS GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for post of RESIDENT HOUSE SUR- 
GEON ( e or Female) to the General Hospital, vacant 
23rd March, 1951. The appointment is tenable for 6 months 
from date of appointment. Salary and conditions of rete 
according to Ministry of Health regulations for House Office 
The post is recognised for the examination for the Fellowship 
of the Royal College of Surgeons. 

Applications in writing, together with 3 references, should be 
sent to the Senior Administrative Officer at the Hospital. 


FARNBOROUGH HOSPITAL, Farnborough, Kent. 
Applications invited for post of HOUSE PHYSICIAN. The 
appointment is for a period of 6 months and is recognised for 
candidates preparing for the M.R.C.P. Duties will include care 
of 50 general medical beds, some psychiatric beds, and work in 
medical outpatients and cardiology clinic. Salary £350—-£450 
a ear according to experience, less £100 for residential emolu- 
ments. 

Applications, stating age, qualifications with dates, aot 
experience, accqmpanied by the names and addresses of 
referees, should be forwarded to the Administrative Officer. 


FARNBOROUGH HOSPITAL, Farnborough, Kent. 
Applications invited for post of HOUSE PHYSICIAN. The 
appointment is for a period of 6 months and is recognised for 
candidates preparing for the M.R.C.P. Duties wili include care 
of general medical and chest beds and assistance with chest unit, 
chemotherapy research unit, general medical outpatients and 
cardiology clinic. Salary £350-—£450 a year, according to experi- 
ence, less £100 for residential emoluments. 

Applications, stating age, qualifications with dates, ant 
experience, accompanied by the names and addresses of 
referees, should be forwarded to the Administrative Officer. 


FRODSHAM. LIVERPOOL HOSPITAL, Kingswood, 
FRODSHAM. (135 Beds.) LIVERPOOL AND me ae HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited from registered 
medical practitioners for position of JU NIOR- HOSPITAL 
MEDICAL OFFICER. Salary £700-£50—-£1000 p.a., less 
deduction for residence. The terms and conditions of service 
are in accordance with those laid down for medical and dental 
staffs (England and Wales). The Hospital is for the treatment of 
pulmonary tuberculosis. Resident accommodation for a single 
person, or cottage if married. 

Applications, stating age, qualifications, and experience, 
together with the names of 2 * RA — should be forwarded 
not later than 


Superintendent. 


GREAT AND GORLESTON GENERAL 
HOSPITAL. LOWESTOFT AND GREAT 
YARMOUTH (GRO 6) PITAL MANAGEMENT COMMITTEE. 
Reguired, HOUSE SURGEON (Male or Female). Salary 
£350—-£450 p.a., according to previous experience, less £100 p.a. 
for residential emoluments. 

Applications to Secretary, Great Yarmouth and Gorleston 
General Hospital, Dene Side, Great Yarmouth. 


GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 
HOSPITALS MANAGEMENT COMMITTEE. Locum HOUSE OFFICE 
(gyneecological) required for a few weeks from the 25th February. 
National Health Service remuneration and conditions. 

Apply immediately to Administrative Officer, Grimsby 
General Hospital. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 
HOSPITALS MANAGEMENT COMMITTEE. Required, RESIDEN' 
HOUSE SURGEON, post vacant 24th February, 1951. The 
appointment is for 6 months and remuneration is in accordance 
with the National Health Service terms and conditions of service. 

Applications should be sent to the Administrative Officer, 
Grimsby General Hospital, Grimsby. 
GENERAL HOSPITAL. (220 Beds.) Grimsb 

ITALS MANAGEMENT COMMITTEE. RESIDEN 

GYN-ECOLOGIC AL HOUSE SURGEON (Male or Female) 
for duties at the above Hospital and Scartho Road Infirmary, 
Grimsby. Post is vacant on 24th February, 1951, and is for 
6 months. 

Apply immediately to Administrative Officer, Grimsby General 
Hospital, Grimsby. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Locum HOUSE OFFICER 
(surgical) required for a few weeks from 25th 
National Health Service remuneration and conditio 


Apply immediately to Administrative Officer, “Grimsby 
General Hospital. 


QUILDFORD. ST. LUKE’S HOSPITAL. Quildford 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for of RESIDENT HOUSE PHYSICIA AN 
at the above Hospital for duties in medical unit with acute 
and chronic beds. 6 months’ appointment, vacant 18th March, 
1951. Salary and conditions in accordance with National Health 
Service scale and terms-of appointment. 

Applications, giving full details of qualifications, and experi- 
ence, together with copies of 3 recent testimonials, should be 
forwarded as soon as possible to the Physician- Superintendent, 
St. Luke’s Hospital, Guildford. 

HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—4 Residents.) WEST HERTS GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for ——- 
of HOUSE PHYSICIAN (second or subsequent post) 
Children’s Department, which will be for a term of 6 months 
from Ist April, 1951. The post is recognised for the D.C.H. 
Salary in accordance with Ministry of Health scale, subject to 
deduction at rate of £100 p.a. for residential emoluments. 

Applications, giving age, qualifications, and experience, and 
accompanied by copies of 2 recent testimonials, should be 
pes gg ae the Administrator at the Hospital as soon as 
possible. 
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HEMEL HEMPSTEAD. bette HERTS HOSPITAL. 
Gar Beds—4 a ) WEST HERTS GROUP HOSPITAL MANAGE- 
COMMITTE: App lications invited for post of CASUALTY 
OFFICER AND HOUSE SURGEON, which will be tenable for 
a term of 6 months. Salary £350 p.a.-£450 p.a., according to 
number of posts previously held. A deduction’ of £100 p.a. 
will be made for residential emoluments. 

Applications, stating age, qualifications, and experience, &c., 

and- accompanied by copies of 2 recent. testimonials, should be 
sent to the ‘Adrainitwekor at the Hospital. 
HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
(170 Beds.) WEST HERTS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON (second or third post), vacant 
14th February, 1951. Salary and conditions of service in 
accordance with the National Health Service terms. 

Applications, stating age, and giving a details of qualifica- 

tions and previous experience, and accompanied by copies of 
2 recent testimonials, should be submitted | te the Administrator 
at the Hospital as soon as possible. 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Required, OPHTHALMIC HOUSE 
SURGEON for duties at the Hull Royal Infirmary, and the 
Victoria Hospital for Sick Children, vacant February. Recog- 
nised for D.O.M.S. Salary £350-£450 p.a., ere to the 
number of posts held. Appointment will be for 6 
terminable by 1 month’s notice either side. 

Forms of application from the Administrative Officer, Hull 

Royal Infirmary. 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. HOUSE SURGEON required in 
the E.N.T. Department at the Hull Royal Infirmary and the 
Victoria Hospital for Sick ee Recognised for D.L.O. 
National scale and conditions. 6 months’ appointment, 
terminable at any time by 1 month’s notice either side. 

Forms of application from the Administrative Officer. 


HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications invited for following 


posts :— 
SENIOR OFFICER (Senior House Officer 


e). 
(2) JUNIOR caSUALTY OFFICER. Salary £350-£450, 
according to experien 
If resident there will be ‘Getoction in each case at rate of £100 
p.a. for residential emoluments. One y the — may have to 
be non-resident. Appointments for 6 months, terminable at 
= time by 1 month’s notice either side 
‘orms of application from the ‘Administrative Officer. 


HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) 
HOUSE SURGEON required to commence duties on 22nd 
February, 1951. Salary in accordance with terms and conditions 
of service for hospital medical and dental staffs with full 
residential emoluments. 
to together with copies of 3 recent testimonials, 
© be addressed as soon as possible 


months, 


to— 
H. J. JoHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. 

HAILSHAM, SUSSEX. HELLINGLY MENTAL HOS- 
PiTaL. Applications invited for post of HOUSE OFFICER at 
above Hospital. Salary £350-£450 p.a. according to number of 
posts held, less £100 p.a. in respect of board, lodging, &c. Terms 
and conditions of service in accordance with the hospital medical 
and dental staffs (England and Wales) recommendations of the 
Ministry of Health 

Applications, with the names of 2 referees, to be forwarded 
to the Medical Superintendent within 10 days ‘of the appearance 
of this advertisement. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (140 Beds.) Applications invited for 
nts :— 

RESIDENT SURGICAL OFFICER (Male). 6 months’ 
———— Salary £450 p.a., less £100 p.a. for residential 
emolumen 

HOUSE SURGEON (Male or Female). 6 months’ appoint- 
ment. Salary £350-£450 p.a., according to previous posts 
held, less £100 p.a. for residential emoluments. 

Applications writing, stating age, qualifications with dates, 
and nationality, with copies of 3 testimonials, to be sent imme- 
diately, addressed to the undersigned at Pembroke County War 
Memorial Hospital, 

Younas, Secretary, 
West Wales” Hospital Management Committee. 
PEMBROKE COUNTY WAR 
RIAL HOSPITAL. (140 Beds.) Required, HOUSE 
PHYSICIAN (first appointment). 6 months’ appointment. 
Salary in accordance with national scale. Full residential 
emoluments. 
Applications are to be 
Youn«cs, Secretary, 
est Wales Avoepital Management Committee. 

Glangwili, 
HERTFORD COUNTY HOSPITAL, Hertford, Herts. 

,(171 Beds.) Required, HOUSE SURGEON (Male), first or 
second post held. Duties to commence itnmediately. 6 months’ 
appointment. Salary at rate of £350-£400 p.a., less £100 p.a. 
for — emoluments. R practitioner holding first post 
may @ 

to the Secretary, Mr. P. G. Brooks, Hertford 
Group Hospital Management ‘Committee, Hertford County 
Hospital, Hertford, Herts. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) Re ae 
HOUSE SURGEON (Male or Female). Salary atoorting 
experience. 

Applications, stating age, and 
experience, with copies of 3 recent testimonia ddressed 

to the Secretary at the Royal Halifax Infirmary, Halifax. 


HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds— 
44 Maternity.) OBSTETRICAL HOUSE SURGEON (Male) 
required. The post is recognised for the D.Obst. R.C.O.G., and 
is vacant Ist March. Salary according to experience. 
Applications, stating age, qualifications, and experience, 
together with 3 recent testimonials, to be forwarded to the 
Secretary. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds.) 
Required, RESIDENT SENIOR HOUSE OFFICER (Male) for 
duty in Casualty and Ort — Departments, post now vacant. 


Applications, stating age. nationality. and experience, 
—_ with copies a 3 testimonials, to be forwarded to the 
ry. 


IPSWICH BOROUGH GENERAL HOSPITAL. 301 
Beds.) HOUSE SURGEON to Gynecological and Obstetrical 
Department required 10th April, 1951. (Present holder of post 
is re-applying.) Salary (House Officer grade) according to 
previous appointments held. 

Applications, with full particulars, to JOHN WHLLIAMs, 
Secretary, Ipswich Group Hospital Management Committee, 
at East Suffolk and Ipswich Hospital, Ipswich. f 
IPSWICH. BOROUGH GENERAL HOSPITAL. (301 
Beds—recognised for D.A.; F.R.C.S. recognition applied for.) 
2 HOUSE SURGEONS required immediately, each for a 
General Surgeon. Large turnover of surgical cases of all types 
including children. Considerable experience in emergency 
surgery. Good off duty. Appointments normally for 6 months. 
Salary (House Officer grade) according to previous appoint- 
ments held. 

Applications, stating age, qualifications, and previous 

appointments, if any, together with copies of recent testi- 
monials or names of 2 referees, to JOHN WILLIAMS, Secretary, 
Ipswich Group Hospital Management Committee at East 
Suffolk and Ipswich Hospital, Ipswich. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
SENIOR HOUSE OFFICER to Fracture and Orthopedic 
Departments, required Ist March. National salary scale and 
conditions. 

Applications, with full particulars, to JoHN WHLLIAMs, 
Secretary, at East Suffolk and Ipswich Hospital. 

WOON. EAST SUFFOLK AND IPSWICH HOS- 
WICH GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required mid-March. General Surgery and 
Injury Unit. Post recognised for higher surgical quali- 

ational salary scale. 

Applications, with full particulars, to JoHN WunLlaMs, 

Secretary, at East Suffolk and Ipswich Hospital. 
ISLE OF MAN. NOBLE’S HOSPITAL. Applications 
invited for post of HOUSE SURGEON (first post) in busy 
hospital with over 150 Beds and the usual ancillary departments. 
Post will provide ample and varied experience in pleasant 
surroundings. Salary £400 p.a., less £100 p.a. for board and 
lodging. Appointment for 6 months in first instance. 

Applications, with copies of 2 recent testimonials, to the 

retary, Noble’s Hospital, Douglas. 


KIRKHAM. WESHAM PARK HOSPITAL, near Kirkham. 
Applications are invited from registered Female medical practi- 
tioners for the post of HOUSE OFFICER (resident), The 
Hospital (358 Beds) at present accommodates chronic sick, 
mental, and subacute medical cases, and offers good geriatric 
experience. Salary and conditions of service in accordance with 
the terms and conditions of hospital medical and dental staffs 
(England and Wales). 

Applications, stating age, qualifications with dates, and details 
of experience, together with copies of recent testimonials, should 
be sent to— WALTER R. SMITH, Secretary, 

Blackpool and Fylde Hospital Secamemenk Committee. 

_ Group Offices, Victoria Hospital, Blackpool. 


KENDAL. WESTMORLAND COUNTY HOSPITAL. 
(82 Beds.) Required, HOUSE PHYSICIAN (first pad Salary, 
&e., will be accordance with the Ministry of qi th terms 
and conditions of service for hospital medical and dental 
. taffs. R practitioners within 3 months of qualification may 


pply. 

oT ctieationts should be forwarded to the Secretary, Lancaste: 

and Kendal Hospital Management Committee, Royal Lancaster 
Infirmary, Lancaster. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. (500/600 Beds.) Applications invited from 
suitably qualified and experienced medical practitioners for 
position of HOUSE OFFICER (general medicine), resident. 
Salary and terms and conditions of service in accordance with 
the National Health Service terms and conditions of service of 
hospital medical and dental staffs. 

Applications by letter, stating age, qualifications, and experi- 
ence, with copies of not more than 3 recent. testimonials or names 
of 3 referees, should reach the Physician-Superintendent of the 
hospital as soon as possible. 


LEEDS. PUBLIC DISPENSARY AND HOSPITAL. 

Applications invited from registered medical practitioners for 

the following House Officer ao aa now vacant : 
JUNIOR CASUALTY OFFIC 

E.N.T. AND OPHTHALMIC HOUSE SURGEON. 

6 months’ appointments. Salary and conditions of service 
in accordance with the terms of service issued by the Ministry 
of Health—namely, £400 if second post held, or £450 p.a. 
if third or subsequent post held, with a deduction at the rate 
of a in respect of board, lodging, and other services 
provided. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should. be for- 
warded the Administrative Medical Officer, St. James’s 
Hospital, Leeds, 9, as soon as possible. 

FOLKARD, Secretary, 
A Group Hospital "Management Committee. 


Leeds 
Administrative Offices, St. James’s Hospital, Leeds, 9. 
39 
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LEEDS. PUBLIC DISPENSARY AND HOSPITAL. 
Required, SENIOR CASUALTY OFFICER (Senior House 
Officer), Male or Female, at the above Hospital. Appointment for 
1 period of 1 year in the first instance, and the salary will be in 
xwecordance with the agreed terms and conditions of service 
of hospital. medical and dental staffs—namely, £670 p.a. 

Forms of application, available from the undersigned, should 
he completed and returned as soon as possible. 

FOLKARD, Secretary, 

Leeds A Group Hospital Management Committee. 
Administrative Offices. St. James’s Hospital. Leeds, 9. vA 
LEEDS. JEWISH HERZL MOSERHOSPITAL. Applica- 
tions invited from registered medical practitioners for appoint- 
ment of JUNIOR HOSPITAL MEDICAL OFFICER at above 
Hospital for the treatment of both medical and surgical] cases. 
Salary in accordance with the terms and conditions of service 
of hospital medical and dental staffs—namely, on the scale 
£700-£50-£1000, according to previous service in the grade, 
with an appropriate deduction for services provided.  Self- 
contained flat available suitable for married or single persons. 
The appointment will be for a period of 1 year in the first 

instance. 
Forms of application, obtainable from the undersigned, should 
be completed and returned as soon as possible. 
J. FOLKARD, Secretary, 
Leeds A Group Hospital Management Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS REGIONAL HOSPITAL BOARD invite applica- 
tions for the post of SENIOR REGISTRAR in Radiology to 
the Board, for duties at Hospitals within the Hull A and Hull B 
and East Riding Hospital Management Committee groups. 
The appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the salary will be in 
accordance with the — and conditions of service of hospital 

edical and dental staffs. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, 29/31, 
Eastgate, Leeds, 2, not later than 10th March, 1951. Canvassing 
injany form will disqualify. 
LEEDS. GENERAL INFIRMARY AT LEEDS. Applica- 
tions are invited for the appointment of a RADIOTHERA- 
PEUTIC REGISTRAR in the National Radiotherapy Centre 
at Leeds. The vacancy is for a Registrar or Senior Registrar and 
candidates must possess the D.M.R.T. The appointment will be 
subject to the National Health Service (Superannuation) 
Regulations, 1950, and the salary will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs. 

 aeneiatint, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary to the Joint 
Registrars Committee, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing in any form will disqualify. 
LEEDS. GENERAL INFIRMARY AT LEEDS. Applica- 
tions are invited for the appointment of a REGISTRAR in 
the E.N.T. Department. Previous experience in the specialty is 
necessary.. The vacancy offers a valuable opportunity to gain the 
further experience required for higher qualification. The appoint- 
ment will be subject to the National Health Service (Super- 
annuation) Regulations, 1950, and the salary will be in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary to the Joint 
Registrars Committee, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing in any form will disqualify. 
LEEDS. THE UNITED LEEDS HOSPITALS. General 
INFIRMARY AT LEEDS. Applications invited for post of Locum 
REGISTRAR in the Department of Venereal Diseases. 

Applications, and experience, to 

oon as possible to— 
Crayton FRYERS. Secretary to the Board. 
LEEDS. THE UNITED LEEDS HOSPITALS. General 
INFIRMARY AT LEEDS. Applications invited for post of RESI- 
DENT NEUROSURGICAL HOUSE OFFICER. Candidates 
should have held at least 1 previous house appointment but 
need not have previous experience in the specialty. 

Applications, stating Age, qualifications, experience, &c., to 

soon as possible to— 
Ss. Gayton FRYERS, Secretary to the Board. 
LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions invited for post of RESIDENT MEDICAL OFFICER at 
the Ida Branch Hospital (114 Beds), House Officer grade 
according to experience. The post would be renewed at Ist May 
for a further 6 months. f 

Applications, stating age, qualifications, and experience, 
together with the names of 2 referees, to be sent to the under- 
signed within 1) days of the appearance of this advertisement. 

S. CLAYTON FRYERS, Secretary to the Board. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(no. 14). CASUALTY OFFICER (Ophthalmic, Orthopedic and 
Physical Medicine Departments). There are 2 Casualty Officers 
sharing the duties of the Casualty Department and acting as 
House Surgeon to Specialist beds. The present vacancy is for an 
officer to look after ophthalmic, orthopedic, and physical 
medicine clinics and beds. Post suitable for candidates from 
the Services and those wishing to gain experience to enter 
general practice. Appointment to commence immediately. 
Tenure of post 6 months. Salary, &c., in accordance with the 
number of posts previously held and the terms and conditions 

4 ations sho e made as soon Oss --- 

App j V. WELLS, Assistant Secretary. 

Warneford General Hospital. 
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LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14), CASUALTY OFFICER (E.N.T., Dermatology, and 
V.D. Departments). There are 2 Casualty Otticers sharing 
the duties of the Casualty Department and acting as House 
Surgeon to Specialist beds. The present vacancy is for an 
officer to look after E.N.T., dermatology, and -D. clinics 
and beds. Post suitable for candidates from the Services 
and those wishing to gain experience to enter genera) 
practice. Tenure of post 6 months. Salary, &c., in accordance 
with number of posts previously held and the terms and condi- 
tions of service of hospital medical and dental staffs. 

Apply immediately to Miss V. WELLS, Assistant Secretary. 
LIMPLEY STOKE, near BATH. WINSLEY CHEST HOS- 
PITAL. Applications invited from registered medical practi- 
tioners for post of SENIOR HOUSE OFFICER (Junior 
Registrar). Salary in accordance with the terms and conditions 
of service laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to be forwarded as soon as 
possible to— J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 

LIMPLEY STOKE. WINSLEY CHEST HOSPITAL. 
(Situated 6 miles from Bath with half-hourly bus service. » 
Required, HOUSE PHYSICIAN. Salary and conditions of 
service in accordance witb those laid down by Ministry of Healti. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials, to be forwarded immediately to— 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 
LINCOLN. COUNTY HOSPITAL. (200 Beds.) Applica- 
tions invited for post of Locum SURGICAL REGISTRAR 
for a period of 2 months from 17th March to 16th May, 1951. 
Salary will be in accordance with the scale laid down. 

Apply together with copies of 3 recent testimonials, to— 

R. W. Howick, Secretary, 

Lincoln No. 1 Hospital Management Committee. 
_ County Hospital, Lincoln. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Required, 
HOUSE OFFICER for Orthopedic and Fracture Department 
at the above Hospital. 6 months’ appointment. Salary £350 
£450 p.a., according to experience, less £100 residentiat 
emoluments. 

Applications, stating age, qualifications, and experience. 
should be forwarded to the undersigned, together with copics 
of 3 recent testimonials. 

R. W. Howick, Secretary, 

Lincoln No. 1 Hospital Management Committee. 

County Hospital, Lincoln, 

LINCOLN. COUNTY HOSPITAL. (200 Beds.) Required, 

« HOUSE SURGEON at the above Hospital. 6 months’ appoint- 
ment. Salary at the rate of £350-£450 p.a., according to experi- 
ence, less £100 residential emoluments. 

Applications, stating age, qualifications, and experience. 
should be forwarded to the undersigned, together with copie 
of 3 recent testimonials. 

R. W. Howick, Secretary, 
Lincoln No. 1 Hospital Management Committee. 

County Hospital, Lincoln. 

LIVERPOOL, 20. BOOTLE GENERAL HOSPITAL. 
Applications invited for following appointments to commenc:- 
Ist April, 1951 :— 

HOUSE SURGEON. 

CASUALTY OFFICER. 

Ministry of Health salary and conditions of service applicable. 

Applications, on forms obtainable from the undersigned, 
should be returned as soon as possible. 

. J. WATKINS, Secretary, 

North Liverpool Hospital Management Committee. 
LIVERPOOL, 5. CITY HOSPITAL NORTH. Appli- 
cations invited for vacancy of HOUSE OFFICER. The work 
is mainly medical together with some children’s diseases and 
infections. Facilities for E.N.T. experience will be available 
shortly. There is also opportunity for undertaking postgraduate 
study. Salary £350-£450 p.a., according to experience, less 
£100 for full residential emoluments in accordance with Ministry 
of Health terms and conditions. The post is vacant from 
Ist April, 1951. 


Applications, on forms obtainable from the undersigned, 
should be made immediately. 
F. J. WATKINS, Secretary, 

North Liverpool Hospital Management Committee. 
LIVERPOOL, 22. WATERLOO AND DISTRICT 
GENERAL HOSPITAL. Applications invited for 2 HOUSE 
OFFICERS (resident posts), vacant as from Ist April, 1951. 
Salary £350-£450 p.a., according to experience, less £100 for 
full residential emoluments in accordance with the terms and 
conditions of service for hospital medical and dental staffs. 

Applications, on forms obtainable from the undersigned. 
should be submitted not later than 28th February, 1951. 
F. J. WATKINS, Secretary, 

North Liverpool Hospital Management Committee. & 
LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
Required, HOUSE OFFICER (surgical), post vacant on 28th 
February. The post is resident and a deduction will be made of 
£100 p.a. in respect of board, residence, &c. Salary and conditions 
in accordance with the national scale. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Administrative Officer. 
LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Required, HOUSE 
OFFICER (medical), post now vacant, at this busy general 
Hospital. Termsand conditions of service as laid down nationally. 

Applications, giving names of 2 referees, to be addressed to 
the Administrative Officer, County Infirmary, Louth. 
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LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Required, 
HOUSE OFFICER (anesthetics and general duties), post now 
vacant, at this busy General Hospital. The above duties cover 
gynecology, maternity, E.N.T., and some orthopedics. Terms 
and conditions of service as laid down nationally. 

Applications, giving names of 2 referees, to be addressed to the 
Administrative Officer, County Infirmary. Louth. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL. 
LOWESTOFT. (99 Beds.) Required, HOUSE SURGEON (Male 
or Female) Salary £350-£450 p.a., according to previous 
experience, less £100 p.a. for residential emoluments. 

Applications, stating age, qualifications with dates, nation- 

ality, with 3 recent testimonials, to the Secretary, Lowestoft 
and North Suffolk Hospital, Lowestoft. 
LYMINGTON AND DISTRICT HOSPITAL, Lymington, 
HANTS. HOUSE SURGEON required, post vacant immedi- 
ately. Tenable for 6 months. Salary £350-£450 p.a. 
according to number of posts previously held, less £100 p.a. 
for residential emoluments. Terms and conditions of service 
as laid down by Ministry of Health. 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
MANCHESTER VICTORIA MEMORIAL JEWISH Hus- 
PITAL, MANCHESTER, 8. (General Hospital——105 Beds.) Applica- 
tions invited from suitably qualified registered medical practi- 
tioners for appointment of RESIDENT SENIOR HOUSE 
OFFICER (medical) at above Hospital, vacant towards the end 
of April. The appointment is in accordance with the terms and 
conditions of service of hospital medical and dental staffs; and 
subject also to the National Health Service (Superannuation) 
Regulations, 1950. 

Applications, stating age, nationality, qualifications with 
dates, details of experience with dates, along with the names 
and addresses of 2 referees, to be sent to the undersigned as 
soon as possible. A. T. SAMPSON, Secretary, 

North Manchester Hospital Management Committee. 

Crumpsall Hospital, Manchester, 8. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications invited 
for appointment of OBSTETRIC HOUSE SURGEON at the 
Prestbury, Cheshire, branches of these Hospitals (60 Beds, 
normal cases), vacant on Ist April, 1951. Applicants must be 
registered medical practitioners who have already completed 
1 year’s residence in a general hospital. Previous obstetric 
experience is not required. National scale. 

Application forms, which may be obtained from the under- 
signed, should be returned not later than the 16th March, 1951. 

A. R. WISE, General Superintendent. 

Whitworth Park, Manchester, 13.000 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY. The Board of Governors 
invite applications for the whole-time non-resident post of 
REGISTRAR to the Department of Clinical Pathology, com- 
mencing as soon as possible. The appointment is normally for 
a period of 12 months, with a possible extension to 18 months, 
but is made in the first instance for 6 months, renewable without 
further application. The post is primarily intended for the 
training of pathologists. Applicants must have held house 
appointments and previous laboratory experience is desirable. 

Applications to be made on forms obtainable from the under- 
signed, and to be returned not later than 2nd March, 1951. 

By order, F. J. CABLE, 
Secretary to the Board of Governors. 

United Manchester Hospitals, Manchester Royal Infirmary. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for post of RESIDENT OBSTETRIC AND 
GYNACOLOGICAL REGISTRAR at the Macclesfield General 
Infirmary, Macclesfield, Cheshire. The appointment will be 
made in the first instance for 1 year at a salary of £775 p.a., 
subject to review and renewal for a second year at the discretion 
of the Board. Applicants must have been qualified at least 2 
years and must have held a previous obstetric post. A higher 
qualification is desirable. National terms and conditions of service 
are applicable and the post is superannuable. 

Forms of application can be obtained from the Senior Adminis- 
trative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
23rd Febrnarv. 1951. Canvassing will disqualify. 
MAIDSTONE. LENHAM SANATORIUM, near Maid- 
STONE. (172 Beds.) MID-KENT HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT MEDICAL OFFICER required imme- 
diately for 3 weeks’ Locum Duty at Lenham Sanatorium. The 
post is in the grade of Senior House Officer and the salary 
will be at rate of £670 a year, with a deduction at rate of £150 
a year for residential emoluments. 

Applications, stating age, experience, and qualifications, to 
the Physician-Superintendent, Lenham Sanatorium, near 
Maidstone (telephone number Lenham 314). 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE, 
Group 13. Applications invited for appointment of 2 HOUSE 
SURGEONS at the above Hospital, posts vacant March and 
April, 1951. 6 months’ appointment. 1 post recognisable for 
F.R.C.S. (Eng.). Salaries in accordance with the terms and 
conditions of hospital medical and dental staffs (England and 
Wales) at the rate of £350, £400, £450 p.a., according to experi- 
ence. A deduction at the rate of £100 a year is made in respect of 
board and lodging and other services provided. R practitioners 
holding First House Officer posts are invited to apply. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 2 respon- 
sible persons to whom reference may be made as to professional 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE, 
GRovuP_13. Applications invited for appointment of HOUSE 
PHYSICIAN, post vacant end of March, 1951. 6 months’ 
appointment. Salary in accordance with the terms and. condi- 
tions of hospital medical and dental staffs (England and Wales 
at the rate of £350, £400, or £450 p.a., according to experience. 
A deduction at the rate of £100 a year is made in respect of board 
and lodging -and other services provided. R . practitioners 
holding First House Officer posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 2 respon- 
sible persons to whom reference may be made as to professiona! 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.)  MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the appointment of either :— 

(a) RECEIVING ROOM OFFICER, post vacant mid- 
April. Appointment for 12 months. Salary £670 a year, 
with a deduction of £150 a year for residential emoluments. 
R practitioners holding Second House Officer posts are invited 
to apply, or 

(6) CASUALTY OFFICER, post vacant mid-April. Appoint- 
ment for 6 months. Salary at the rate of £350, £400, or £450 
a@ year, according to the previous posts held. A deduction of 
£100 a year is made in respect of residential emoluments. 
R < *ilpaaaaaeaaaa holding First House Officer posts are invited to 
apply. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 2% 
responsible persons to whom reference may be made as to 
professional ability and character, should be forwarded to the 
Secretary, Mid-Kent Hospital Management Committee, 103, 
Tonbridge-road, Maidstone, Kent, as soon as possible. . 
MAIDSTONE. BARMING HEATH HOSPITAL. 2 Senior 
HOUSE OFFICERS required immediately for the above 
Mental Hospital of 2200 Beds. Applications are invited from 
medical practitioners who have been registered for at least a 
year. The post will be held normally for a period of 1 year. 
Salary £670 p.a. Full residential accommodation is available 
for single officers. The appointments are subject to the National 
Health Service superannuation regulations and to the conditions 
laid down by the Ministry of.Health. 

Applications in writing, giving the names of 2 persons to whom 
reference can be made, to be sent to the Medical Superintendent, 
Barming Heath Hospital, Maidstone, within 10 days from the 
appearance of this advertisement. 

MARKET DRAYTON, CHESHIRE JOINT SANA- 
TORIUM, near MARKET PRAYTON, SALOP. (305 Beds.) Applica- 
tions invited for HOUSE OFFICER (tuberculosis). Salary 
within the National Health Service scale according to experi- 
ence—i.e., £350-£450 p.a., less £100 p.a. residential emoluments. 

Applications, stating age. nationality, and full details of 
previous service, including national service, should be addressed 
to the Medical Superintendent at the Sanatorium, and forwarded 
without delay. THORNBURROW GIBSON, Secretary, 

Stoke-on-Trent Hospital Management Committee. 
MARGATE. ROYAL SEA BATHING HOSPITAL. (200 
Beds.) ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. 
Required. HOUSE SURGEON. The post affords special oppor- 
tunities for the study of surgical tuberculosis. The appointment 
will] be for a period of 6 months from Ist April, 1951. Salary at 
rate of £350-—-€450 p.a., according to experience, less £100 for 
residential emoluments. 

Applications, stating age, and qualifications, together with 

copies of 3 recent testimonials. should be sent as soon as possible 
to the Medical Superintendent, Royal Sea Bathing Hospital, 
Margate. 
MARGATE. THE GENERAL HOSPITAL. (132 Beds.) 
ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE PHYSICIAN. Appointment for a period of 6 months. 
Salary at rate of £350 or €400 p.a., according to experience, 
less £100 for residential emoluments. 

Applications, stating age and qualifications, together with 
copies of 3 recent testimonials, should be sent as soon as possible 
to the Administrator, The General Hospital, Margate. 
NEWMARKET, SUFFOLK. WHITE LODGE HOSPITAL. 
Applications invited for post of HOUSE SURGEON, post 
vacant on 26th February, 1951. The post is available for 6 
months. Salary according to national scale with deduction of 
£100 p.a. for residence. 

Applications, with 3 copies of recent testimonials, should be 

sent to Medical Superintendent. : 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
NOTTINGHAM NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR HOUSE OFFICER to undertake work at the above 
Infirmary. Also HOUSE SURGEON. Salary and conditions of 
service for these posts are in accordance with the published 
conditions of the Ministry of Health. The post of House Surgeon 
is recognised for the D.O.M.S. Examination. Both posts are 
vacant on Ist March. 

Applications, stating age, qualifications, and experience, ~ 
together with copies of testimonials, to be sent as soon as possible 
to Henry M. STANLEY, Secretary, General Hospital, Notting- 
ham. (Nottingham No. 1 Hospital Management Committee. ) 
NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE PHYSICIAN (Male or Female) for the above Hospital. 
Duties to commence about 15th March. Salary and conditions 
of service in accordance with the published conditions of the 
Ministry of Health, less £100 p.a. for emoluments. If held by a 
R practitioner the appointment will be for a period of 6 months. 

Applications, stating age, qualifications, and experience. 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 
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NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE SURGEON (Male), duties to commence as soon as 
possible. Applicants should be interested in urology. lary 
and conditions of service in accordance with the published 
conditions of the National Health Service. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for 6 months. 

Applications, stating age, qualifications, and experience, with 
copies of testimonials, - be sent as soon as — to-— 

RY M. STANLEY, Secretar 
Nottingham No. i Hospital Management Gommittee. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
JUNIOR CASUALTY OFFICER (first post), Male or Female, 
for the above Hospital. Duties to commence as soon as possible. 
ee and conditions of service as laid down by the Ministry of 


Applications, stati age, qualifications, experience, and 
nationality, copies of testimonials, to be sent to— 
NRY M. STANLEY, Secre' 
Nottingham No. 1 Hospital Management Committee. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE SURGEON (first post), Male or Female, for the above 
Hospital, duties to commence as soon as possible. Salary and 
conditions of service in accordance with the published conditions 
of the Ministry of Health, less £100 p.a. for emoluments. If held 
id an A a, practitioner the appointment will be for a period of 
mon 
Applications, stating age, qualifications, and experience, 
together with copies of t testimonials, to be sent to— 
HENRY M. STANLEY, Geers retary, 
Nottingham No. 1 Hospital Management Committee. _ 


NOTTINGHAM. GENERAL HOSPITAL. Required, 
HOUSE SURGEON (first post), — or Female, for the above 
Hospital. Salary and conditions of service in accordance with 
the published conditions of the Ministry of Health, less £100 p.a. 
for emoluments. Duties to commence on 25th March, 1951. 
If held by an R practitioner the appointment will be for a period 
of months. 
stating age, qualifications, and experience, 
er with copies of testimonials, to be sent a 
Henry M. STANLEY, Secretar 

Nottingham No. 1 Hospital Management’ Committee. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. HAREFIELD AND NORTHWOOD GROUP HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications invited immediately from 
registered medical practitioners for post of HOUSE SURGEON 
to Gynecological and Radiotherapy Departments at above 
Hospital, vacant 27th February, 1951 

Applications, accompanied by 2 antteiieibelhi to be sent to 

the Secretary and House Governor. 
PETERBOROUGH AND DISTRICT MEMORIAL HOS- 
PITAL. EAST ANGLIAN REGIONAL HOSPITAL BOARD. REGISTRAR 
in Obstetrics and Gynecology at the above Hospital. Appoint- 
ment for 1 year, renewable for second year. The salary and 
terms and conditions of service for hospital medical and dental 
staffs will apply. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with the names of 3 
referees, should reach the undersigned not later than 5th March, 
1951. Candidates are invited to visit the hospital by direct 
arrangement with the Hospital Management Committee 
Secretary at the Peterborough —_? District Memorial Hospital. 


. F. Morton, Secretary. 

117, Chesterton-road, Cam bridge. 

Angee AND DISTRICT MEMORIAL HOS- 

ST ANGLIAN REGIONAL HOSPITAL BOARD. ORTHO- 
PEDIC REGISTRAR at the above Hospital. Preference will 
be given to candidates with a higher surgical qualification. 
Appointment for 1 year, renewable for second year. The salary 
and terms and conditions of service of hospital medical and 
dental staffs will apply. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with the names of 3 referees, 
should be sent to the undersigned not later than 5th March, 
1951. Candidates are invited to visit the Hospital by direct 
arrangement with the Hospital Management Committee 
Secretary at the Peterborough and District Memorial Hospital. 

K. V. F. Morton, Secretary. 

117, Chesterton-road, Cambridge. 

PONTEFRACT GENERAL INFIRMARY AND THE 
HYDES HOSPITAL. (92 Beds.) Required, HOUSE SURGEON 
(first post), Male. 6 months’ appointment. Salary at rate of 
£350 p.a., less £100 for residential emoluments. R practitioners 
within 3 months of yey may apply. 

Applications be sent to— 

BowRING, Secre' 

Pontefract and Casticford Hospital Committee. 

Great Northern House, Salter-row, Pontefract. {Pee 
PRESTON, SHAROE GREEN HOSPITAL. (260 Beds.) 
GENERAL HOUSE SURGEON required Ist March. Duties 
under Consultant staff. Salaries vary from £350-—£450, according 
to previous posts held, less £100 for residential emoluments. 

Applications, stating age, qualifications, and details of previous 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management Committee, Royal Infirmary, 
Preston. JOHN GIBSON, Secretary, 

Preston and Chorley Hospital Management Committee. 
PRESTON. SHAROE GREEN HOSPITAL. (260 Beds.) 
OBSTETRIC HOUSE SURGEON March. Duties 
under Consultant staff. Salaries vary from £350—£450, according 
to previous posts held, less £100 for eonlention emoluments. 

Applications, stating age, qualifications, and details of — 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management Committee, Royal Infirmary, 
Preston. JOHN GIBSON, Secre retary, 

Preston and Chorley Hospital Management Committee. 
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PRESTON. SHAROE GREEN HOSPITAL. (260 Beds.) 
HOUSE PHYSICIAN required Ist March. Duties to be solely 
under the Consultant Physicians. Salary range £350-£450, ood 
£100 for residential emoluments. 
Applications, with copies of. testimonials, to be forwarded 
to the undersigned at the Royal Infirmary, Preston. 
JOHN GIBSON, Secretar 
____Preston and Chorley Hospital Management Committee. 
PRESTON ROYAL INFIRMARY. Orthopsdic House 
SURGEON, now vacant. Salary in accordance with Nationa) 
Health Service scale, £350-£450 p.a., with a deduction of 
— p.a. for residential emoluments. 
ere, stating age, experience, &c., with copies of 
timonials, to be sent to the a at the Roya! 
ere, Preston. JOHN GIBSON, Secreta: 

Preston and Chorley Hospital’ Management Committee. 
PRESTON ROYAL INFIRMARY. The pest of Resident 
ANAESTHETIST (second or third post) becomes vacant 
7th April, 1951. Recognised for D.A. National Health Service 
salary scale and conditions of service 

Applications, stating full particulars, with copy testimonials. 
to_be forwarded to - Secretary, Royal —e Preston. 
OHN GIBSON, 

Preston and cirley Hospital Manageinent Committee. 
PRESTON INFECTIOUS DISEASES HOSPITAL (102 
Beds) AND CHESTNUTS SANATORIUM, PRESTON (30 Beds). HOUSE 
PHYSICIAN required Ist March. The Infectious Diseases Hos- 
fo has 37 Beds for Pulmonary Tuberculosis and 65 Beds for 

fectious Diseases (part in cubicles), and the Chestnuts Sana- 
torium has 30 Beds. There is a small furnished flat for a married 
officer at the Infectious Diseases Hospital. Salary range £350- 
£450, less £100 for residential emoluments. 
Applications, with copies of testimonials, to ae forwarded to 
the undersigned at the Royal Infirmary, Preston 
JOHN GIBSON, Secretary, 

Preston and Chorley Hospital Management Co Committee. 

MARY’S HOSPITAL. (1100 Beds.) 

HOSPITAL MANAGEMENT COMMITTEE. 

HOUSE “SURGEONS (2 appointments), vacant beginning of 

March. General Hospital—Medical, Surgical, Maternity. 

Geriatric, and Mental Beds. Salary £350-£450 p.a., according 
to experience, less £100 p.a. for residential emoluments. 

Applications, stating age, experience, qualifications, and names 


of 2 referees, to the Medical Superintendent, St. Mary’s Hospital, . 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 


ments :— 

REGISTRAR, Portsmouth and I.W. Area Pathologica) 
Service. Based on the Central Pathological Laboratory, Milton- 
road, Portsmouth. The candidate will be expected to undertake 
tour of duties in the a of hematology, biochemistry. 
bacteriology, and histo 574 

ANAESTHETIC REGISTRAR, Royal Hospita). 
Commercial-road, Portsmouth. This post is at a large Genera! 
Hospital and offers broad scope in the field of aneesthesia. 

Applicants should apply to the Secretary, Portsmouth Group 
Hospital Management Committee, 35, Grove Road-south, 
Southsea, for forms of application (stamped addressed envelope), 
which should be returned to the Sectetary, duly completed, on 
or before 3rd March, 1951. Canvassing will disqualify, but 
candidates are not precluded from visiting the Hospital or 
Laboratory. 

PORTSMOUTH. ROYAL PORTSMOUTH HOSPITAL. 
(305 — Beds.) PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTE: 

ORTHOPAEDIC HOUSE SURGEON required, vacant now. 
Salary £350-£450 p.a., according to experience, less £100 for 
residential emoluments. 

SENIOR HOUSE OFFICER (Casualty Department) required. 
vacant 22nd February, 1951. Salary £670 p.a., less £150 for 
residential emoluments. 

Applications, giving details of age, experience, and quali- 
fications, and the names of 2 referees, should be gubmitted 


the Assistant Secretary, Royal Portsmouth Hospital, 


Portsmnoutb. 
POTTERS BAR AND DISTRICT HOSPITAL, Potters 
BAR, MIDDLESEX. HOUSE OFFICER required (first or subse- 
quent post). The person appointed will have the care of both 
medical and surgical cases. a ge for 6 months. To 
commence duty on 18th March, 195 Salary in accordance 
with the terms and conditions of ersten of hospital medica! 
and dental staffs (England and Wales). 

stating age, qualifications, &c., and enclosing 

a@epies of recent testimonials, should be sent to = Secretary, 
Tarnct Group Hospital Management Committee, 1, Wellhouse- 
lane, Barnet, Herts i 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (572 
Beds.) Required, RESIDENT HOUSE SURGEON (House 
Officer grade). Appointment for a period of 6 months and is 
now vacant. The work is principally in connection with ortho- 
peedic and fracture cases and includes other general s 
duties. Salary according to previous appointments held. 

Applications, stating age, qualifications with dates, experience. 
&c., and accompanied by copies of 2 recent testimonials, should 
be addressed to the ss at the Hospital by 3rd. March, 
1951. J. FIELD, Secretary 

Management Committee Offices, General Hospital, 
Rochford, Essex. 

RUGBY. HOSPITAL OF ST. CROSS. House Surgeon 
(first, second, or subsequent post) required for Orthopedic and 
Accident Department of 40 Beds, post now vacant. 

Applications, stating age, qualifications, and experience, with 
copy testimonials, to Assistant,Secretary. 
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RAMSGATE. THE GENERAL HOSPITAL. (101 Beds.) 

{SLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE PHYSICIAN. Appointment will be for a period of 6 
months. Salary at rate of £350 or £400 p.a., according to experi- 
ence, less £100 for residential emoluments. 

Applications, stating and qualifications, together with 
copies of 3 recent rere Me ny should be sent as soon as possible 
to the Administrator, The General Hospital, Ramsgate. 

RHYL. ROYAL ALEXANDRA GENERAL HOSPITAL. 

(150. Beds.) Applications invited for appointment of a 

RESIDENT SURGICAL OFFICER at the above Hospital. 

The appointment is of Senior House Officer grade at a salary of 

£670 p.a., with a deduction for full residential emoluments and 

will, in the first instance, be tenable for 12 months. The successful 
apeneant will be required to carry out duties under the super- 
ion of the Consultant Surgeons. 

vwAppiications, stating age, and giving details of qualifications, 
present and previous appointments, with copies of 3 testimonials, 
to be sent to the undersigned within 14 days of the date of 
publication of this advertisement. 

WILLIAM ROBERTS, Sec retary, 
wyd and Deeside Hospital A Committee. 

Rhienta” Russell-road, Rhyl. 

RHYL. ROYAL ALEXANDRA GENERAL HOSPITAL. 
(150 Beds.) Applications invited for appointment of a RESI- 
DENT MEDICAL OFFICER at the above Hospital. The 
appointment is of Senior House Officer grade at a salary of £670 
p.a., with a deduction for full residential emoluments, and will 
in the first instance, be tenable for 12 months. The successful 
applicant will be required to carry out duties under the super- 
vision of the Consultant Physician. 

Applications, stating age, and giving details of qualifications, 
present and previous appointments, with copies of 3 testi- 
monials, to be sent to the undersigned. within 14 days of the date 
ot publication of this advertisement. 

WILLIAM ROBERTS, Secretary, 
lwyd and Deeside Hospital Management Committee. 
Rhiante Russell-road, Rhyl. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. 
Required, HOUSE SURGEON at above Hospital. 
Resident tenable for 6 months. Sal any &c., as per po 
ad i for House Officers, less £100 a year for board and 
Dpplications, sta: ting qualifications with dates, present 
appointment, a experience, with copies of 2 testimonials 
recent date or names on of 2 referees, should be addressed imme- 
diately to the Secretary, Romford Group Hospital Management 
Oldchurch Hospital, Romford. 


SHEFFIELD CENTRE FOR RHEUMATISM RESEARCH. 
NETHER EDGE HOSPITAL. SHEFFIELD NO. 1 HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited from medical prac’ 
tioners interested in rheumatism research for appointment of 
HOUSE PHYSICIAN in the above Department. 

Applications, giving full details of age, qualifications, present 
and previous posts tag a dates, and the “on of 2 persons to 
whom reference may made, should be forwarded to the 
undersigned at Nether Rage Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary. 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recog- 


nised for F.R.C.S. England.) Applications invited for poorra 7 


* pointment of HOUSE SURGEON to the Thoracic Surgery 

Unit, vacant Ist April, 1951. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Edge Hospital, Sheffield, 
\1, not later than 7th March, 1951. 

W. STANSFIEL D, Secreta: 

Sheffield No. i Hospital ‘Management 
SHEFFIELD. CITY GENERAL HOSPITAL. plica- 
tions invited for resident appointment of HOUSE PHYSICIAN, 
to the Department of Obstetrics and Gynecology (2 vacancies} 
vacant Ist April, 1951. The department is recognised for the 
D.Obst. R.C.O.G. and for the M.R.C.O.G. in so far as obstetrics 
is concerned. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Edge Hospital, Sheffield, 
11, not later than 7th March, 1951. 

Ww . STANSFIELD, Secretary, 

Sheffield -.. i Hospital Management Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognise 
for F.R.C.S8. England). Applications invited for resident 
appointment of CASUALTY OFFICER (2 vacancies), vacant 
ist April, 1951. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Edge Hospital, oaeeee, 
11, not later than 7th March, 1951. 

. STANSFIELD, Secretary, 

\Sheffield No. i Hospital Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for F.R.C.S. England). Applications invited for resident 
appointment of HOUSE SURGEON (orthopedics), vacant 
ist April, 1951. After 6 months candidates will be eligible, 
if so desired, to obtain resident posts as House Surgeon, House 
Physician, or House Surgeon (obstetrics and gyneecology ). 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should 
be forwarded to the undersigned at Nether Edge Hospital, 
Sheffield, 11, not later a 7th March, 1951. 

W. STANSFIELD, Secretary, 
Sheffield No. 1 Hospital Management Committee. 


SHEFFIELD. CITY GENERAL HOSPITAL. Applica- 
tions invited from suitably qualified medical practitioners for 
resident post of SENIOR HOUSE OFFICER to the Thoracic 
Unit, vacant ist March, “4 Preference will be given to 
candidates with experience in chest diseases and holding « 
higher qualification. 

Apply, giving full details of age, qualifications, present and 
previous appointments with dates, and the names of 2 persons 
to whom reference a Pgs be manne "to the undersigned at Nether 
Edge Hospital, Sheffield 

Ww. D, Secretary, 

Sheffield No. 1 Hospital Management Committee. 
SHEFFIELD NO. 1 HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for post of RESIDENT SENIOR 
HOUSE OFFICER in the Medical Department of the City 
General Hospital and Fir Vale Infirmary, vacant Ist May, 1951. 
Acute medical cases are admitted to the City General Hospital. 
and geriatric experience is provided at Fir Vale Infirmary. 
Previous experience ih neurological diseases will be an advantage. 
Undergraduate and postgraduate teaching is undertaken in the 
medical department. 

Applications, giving full details of age, qualifications, present 
and previous posts with dates, and the names of 2 persons to 
whom reference may be made, should be forwarded to the 
undersigned at Nether Edge Hospital, Sheffield, 11, not later 
than 5th March, 1951. W. STANSFIELD, Secretary. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications are invited from registered 
medical practitioners for the non-resident post of SENIOR 
REGISTRAR or REGISTRAR according to qualifications and 
experience to the Neurosurgical Department at the above 
Hospital 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, should be forwarded 
immediately to— 

JOSEPH GRIFFITH, Chief Administrative Officer, 
The United Sheffield Hospitals. 
Central Office, Royal Hospital, Sheffield, 1. 


SALISBURY GENERAL HOSPITAL. (Incorporating 
Salisbury General Infirmary and Odstock Hospital.) Required, 
RESIDENT ANAESTHETIST (Senior House Officer), for duties 
at both branches of the Salisbury General Hospital. — 
ment now vacant, and is for a period of 12 months. 

conditions of service in accordance with the terms for hospital 
medical staff. 

Applications, giving details of qualifications, and experiénce 
in the specialty, — with the names of 3 referees, should 
be sent to the retary, Salisbury Group Hospital Management 
Committee, Odstock Hospital, Salisbury, immediately. 
SALISBURY GENERAL HOSPITAL. (Salisbury 
Infirmary and Odstock Hospital—470 Beds.) Required, 
RESIDENT HOUSE SURGEON. Appointment now a rg 
and is for a period of 6 months. lary and conditions of 
—— a in accordance with the terms for medical staff in 

ospitals. 

Applications, together Pane copies of 2 recent testimonials, 
should be sent to the ew’ © Salisbury Group Hospital 
Committee, Hospital, Salisbury, imme- 

ately 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (256 Beds.) Applications are invited for the posts of :— 

(a) HOUSE SURGEON (general surgery, gynecology, and 

radiotherapy ). 

(6) HOUSE SURGEON (general surgery and E.N.T.). 
conditions of service in accordance with national 
regu ons 

Applications, stating age, and experience, and 
with names of 2 referees, immedia 0 Recretary, Scunthorpe 
Hospital Management Committee, = the’ War Memorial Hospital, 
Scunthorpe, Lincs. 

SEDGEFIELD GENERAL HOSPITAL. (378 Beds.) 
Required, SENIOR. HOUSE OFFICER (orthopedics). The 
appointment will normally be held for 1 year. Salary £670 p.a. 
less £100 p.a. in respect of full residential emoluments. Sma 

flat affording limited married accommodation is available, if 


required. 
Applications, stating age, qualifications, and experience 
should be forwarded ‘inmediately to the Secretary, fiel 
Hospital Management Committee, Sedgefield, Stockton-on-Tees, 
as soon as possible. 


GENERAL HOSPITAL. 


(378 Beds.) 
Required, HOUSE SURGEON for general surgical duties. 

Salary £350-£450 p.a., according to previous appointments, 
with a deduction of £100 p.a. for full residential emoluments. 
Small flat affording limited married accommodation is available 
if require 

Applications, stating age, qualifications with dates, and 
copies of testimonials, should be sent to the Secre tary, Sedgefield 
Hospital Management Committee, Sedgefield, Stockton: on-Tees, 
as soon as possible. 
SEDGEFIELD GENERAL HOSPITAL. (378 Beds.) 
Required, HOUSE SURGEON (orthopedics). Salary £350- 
£450 p.a., according to previous appointments, — a deduction 
of £100 D- a. for full residential emoluments. Small flat affording 
limited married accommodation is available if requ: 

Applications, stating age, qualifications with dates, and 
copies of testimonials, should be sent to the Secretary, Sedgefield 
Hospital Management Committee, Sedgefield, Stockton-on-Tees, 
as soon as possible. ae 
SIDCUP, KENT. QUEEN Sidcup 
AND SWANLEY HOSPITAL MANAGEMEN ITTEE. Applications 
invited for post of CASUALTY OFFICER (Senior House 
Officer). Salary in accordance with national scale, i.e., £670 
p.a. gross. Post tenable for 12 months. 

Applications, aye | age, nationality, and details of previous 

service, should be addressed to the Secretary, Queen Mary’s 
Hospital, Sidcup, Kent. 
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SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for appointments as SENIOR 
HOUSE OFFICERS (replacing Junior Registrar grade) for 
duties in the specialties and at the hospitals indicated. 
ANAESTHETICS 
(1) Glasgow Royal Infirmary. 
(2) Stobhill Hospital, Glasgow. 
(3) Dumfries and Galloway Royal Infirmary. 
DERMATOLOGY 

(4) Southern General Hospital, Glasgow. 
E.N.T. SURGERY 

(5) Glasgow Royal Infirmary. 

(6) Stobhill Hospital, Glasgow. 
INFECTIOUS DISEASES 

(7) Ruchill Hospital, Glasgow. 

(8) Ayrshire Central Hospital, Irvine. 
OBSTETRICS AND GYNECOLOGY 

(9) Royal Maternity and Royal Samaritan Hospitals, Glasgow 
(joint appointment). 

(10) Lennox Castle and Royal Samaritan Hospital, Glasgow 
(joint appointment). 

(11) Western District and Royal Samaritan Hospitals, 
Glasgow (joint appointment). 

(12) Robroyston Hospital and Victoria Infirmary, Glasgow 
(joint appointment). ‘ 

(13) Southern General Hospital, Glasgow. 
(14) Ayrshire Hospitals. 
(15) Dumfriesshire Hospitals. 

PATHOLOGY 

(16) Western Infirmary, Glasgow. 

17) Royal Infirmary, Glasgow. 

18) Royal Hospital for Sick Children, Glasgow. 

19) Victoria Infirmary, Glasgow. 

20) Stobhill Hospital, Glasgow. 

21) Southern General Hospital, Glasgow. 
PSYCHIATRY 

(22) Glasgow Royal Mental Hospital. 

(23) Hawkhead Mental Hospital. Glasgow. 

(24) Stobhill Hospital, Glasgow. 

(25) Southern General Hospital, Glasgow. 

(26) Lennox Castle, Lennoxtown. 

RADIO-DIAGNOSIS 

(27) Western Infirmary, Glasgow. 

(28) Royal Infirmary, Glasgow. 

(29) Victoria Infirmary, Glasgow. 

(30) Stobhill Hospital, Glasgow. 

RADIOTHERAPY 
(31) Western Infirmary, Glasgow. 
(32) Royal Infirmary, Glasgow. 
TUBERCULOSIS 

(33) Ruchill Hospital, Glasgow. 

(34) Robroyston Hospital, Glasgow. 

(35) Mearnskirk Hospital, Newton Mearns, Renfrewshire. 

(36) Hairmyres Hospital, East. Kilbride. 

All appointments will be for 1 year in the first instance and 
will be subject to the National Health Service (Scotland) super- 
annuation regulations. 

Applications, stating age, qualifications, and present appoint- 
ment, and giving the names of 3 referees, should be submitted 
as indicated below not later than Ist March, 1951. 

Appointment Apply tothe Secretary, Board of Management for : 
16, 27, 31 .. Glasgow Western Hospitals, 10 ~ark-circus, 


( 
( 
( 
( 
( 


Glasgow, C.3. 
18 3 .. Glasgow Children’s Hospitals, 86, St. Vincent- 
Glasgow Maternity Hospitals, 86, St. Vincent- 
place, Glasgow, C.3 
place, Glasgow, C.1. 


1, 5, 17, 28, 32 Glasgow Royal Infirmary and Associated 
135, Buchanan-street, Glasgow, 
street, Glasgow, C.2 

9,10, 11 

2, 6, 7, 20, 24 Glasgow. North Hospitals, 13, V 

3; 6, 7, 20, , Glasgow Northern Hospitals, 13, Wo - 

30, 33, 34 .. 

12, 19, 29, 35.. Glasgow Victoria H ospitals, 40, St. Vincent- 

4, 13, 21, 25 Glasgow South-Western Hospitals, 1301, 
Govan-road, Glasgow, 8.W.1. 


.. Dumfries and Galloway Hospitals, Dumfries 
and Galloway Royal Infirmary, Dumfries. 

.. Northern Ayrshire Hospitals, Kilmarnock 
Infirmary, Kilmarnock. 

23 $ .. Glasgow Royal Mental Hospital, 190, West 
George-street, Glasgow, C.2. 

23 cs .. Hawkhead Mental Hospital, 190, West 
George-street, Glasgow, C.2. 

26 of . Lennox Castle and Associated Hospitals, 

2154, Gartloch-road, Gartcosh. 

36 % .. Coatbridge, Airdrie and District Hospitals, 


Hairmyres Hospital, Kast Kilbride. 
STAFFORD. STANDON HALL ORTHOPADIC HOS- 
PITAL, near ECCLESHALL, STAFFORD. Applications invited from 
suitably qualified registered medical practitioners (Male or 
Female) for post of SENIOR HOUSE OFFICER. Salary £670 
p.a., less deduction for residential emoluments. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the undersigned forthwith. 

H. H. Jones, Secretary, 
Stafford Hospital Management Committee. 

13, Foregate-street, Stafford. 

SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) SOUTHAMPTON GROUP 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIANS 
(2), resident, first, second, or third post, vacant end February, 
1951, and tenable for 6 months. Salary and conditions of service 
in accordance with those nationally advocated. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
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ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) HOUSE SURGEON 
required, immediately. Post tenable for 6 months. Salary 
£350-£450 p.a., according to number of posts previously held, 
less £100 p.a. for residential emoluments. Terms and conditions 
of service as laid down by the Ministry of Health. 
Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) Required, ORTHO- 
PEDIC HOUSE SURGEON (resident), post? vacant end of 
March. Tenable for 6 months. This Hospital provides a 
comprehensive orthopredic service and is the centre to which 
all trauma from a large industrial town and port is directed. 
Salary £350-£450 p.a., according to number of posts previously 
held, less £100 p.a. for residential emoluments. Terms and 
conditions of service as laid down by the Ministry of Health. 

Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street, Southampton. 


SHOTLEY BRIDGE GENERAL HOSPITAL. North West 
DURHAM HOSPITAL MANAGEMENT COMMITTEE, Applications 
invited for appointment of SENIOR HOUSE OFFICER (in 
Department of Pathology) from registered medical practitioners. 
who intend to specialise in pathology or bacteriology. The 
appointment will be for 1 year in the first instance and the 
salary will be £670 p.a., less a deduction of £150 p.a. for board 
and lodging. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Secretary, Shotley Bridge General Hospital, Shotley 
Bridge, co. Durham, within 7 days of the appearance of this 
advertisement. 


SHREWSBURY. ROYAL SALOP INFIRMARY. (240 
Beds.) Required, ORTHOP DIC HOUSE SURGEON! 
CASUALTY OFFICER (Male or Female), vacant immediately. 
Salary £350-£450 p.a., less a deduction of £100 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should be sent 
to the Secretary, Group 15 Hospital Management Committee, 
Royal Salop Infirmary, Shrewsbury. 

. P. MALLETT, Secretary. 

Royal Salop Infirmary, Shrewsbury, 23rd September, 1950. - 
SHREWSBURY. ROYAL SALOP INFIRMARY. (240 
Beds.) Applications invited from registered medical practi- 
tioners, Male or Female, for appointment of HOUSE SURGEON, 
CASUALTY OFFICER, vacant Ist April, 1951. Salary £350- 
£450 p.a., less a deduction of £100 p.a. for residential emoluments. 

Applications, stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should be sent 
to— J. P. MALLETT, Secretary, 

Shrewsbury Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 8th February, 1951. 
STANNINGTON. ST. MARY’S MENTAL HOSPITAL. 
(740 Beds.) NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. Whole-time REGISTRAR (psychiatric). Appointment 
for 1 year which may be renewed for a second year. Salary 
scale £775-£890 p.a. Furnished accommodation available. 
A training scheme for the University of Durham D.P.M. will 
be instituted shortly and the successful candidate will have an 
opportunity of participating in this scheme. 

Applications, together with names and addresses of 1-3 referees 
and/or 1-3 testimonials, should be sent to the Regional Psychia- 
trist, ‘‘ Blythswood South,”’ Osborne-road, Newcastle upon Tyne, 
within 14 days. Canvassing will disqualify ik 
SWINDON HOSPITAL GROUP. (500 Beds.) Swindon 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Application= 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT CASUALTY AND ORTHOPASDIC 
HOUSE OFFICERS, in the grade of House Officer or Senior 
House Officer, according to experience. The work of the 
accident and orthopeedic department, which is associated with 
the Wingfield-Morris Orthopedic Hospital, Oxford, includes a 
large number of industrial injuries. The salary will be in 
accordance with the approved terms—i.e., up to £670 p.a. for 
a Senior House Officer (less £100 p.a. for residence). 

Applications, giving the usual details, with the names of not 
more than 3 referees, should be sent to the Secretary, Swindon 
and District Hospital Management Committee, 7, Okus-road. 
Swindon, as soon as possible. 

ST. ALBANS. HILL END HOSPITAL AND CLINIC. 
Applications invited for appointment of a SENIOR HOUSE 
OFFICER to take up duties at the above Hospital early in 
April. The appointment is tenable for 1 year. The successful 
candidate will spend half of his time undertaking full training 
in the Child Guidance Clinic, which is a recognised training 
centre for child psychiatrists, and the other half will be spent 
in the inpatient department of the Hospital. Previous experience 
in psychiatry is essential and some experience with children 
desirable. Salary £670 p.a. according to the terms and conditions 
= = of hospital medical and dental staffs (England and 

“ales ). 

Applications, together with the names of 2 referees, to be sent 
to the Medical Superintendent, Hill End Hospital, St. Albans. 
STOKE-ON-TRENT. BUCKNALL ISOLATION HOS- 
PITAL, BUCKNALL, Applications invited for HOUSE OFFICER 
(medical), Male or Female, second or third post, vacant now. 
‘Salary in accordance with the National Health Service seale. 
according to experience. 

Applications, stating age, nationality, and full details of 
previous service, including national service, should be for- 
warded to the undersigned at Princes-road, Hartshill, Stoke-on- 
Trent, as soon as possible. 

THORNBURROW GIBSON, Secretary, 
stoke-on-Trent Hospital Management Committee. 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
pant _INFIRMARY. Applications invited for the following 


po 
SENIOR HOUSE OFFICER (orthopedic), vac vant March. 
nable for 12 months and recognised for F.R.( 
Hot ‘OFFICER (orthopedic), first or second vacant 


HOUSI E OFFICER (second or third post), ophthalmic, vacant 

shortly. Recognised for D.O.M.S. and F.1t.C.S 

RESIDENT ANAESTHETIST (second or third post), vacant 

Ist March. Recognised for D.A 
HOUSE OFFICER (general surgery), second or third post, 
vacant now. Recognised for F.F 

Salary in accordance with National” ‘Health Service scale, 
according to experience. 

Applications, stating age, nationality, and full details of 
previous service, including national service, should be forwarded 
to the undersigned at Princes-road, Hartshill, Stoke-on-Trent, 
as soon as possible. 

THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. 
ST. HELENS. ECCLESTON HALL HOSPITAL. Required, 
SENIOR HOUSE OFFICER at the above Hospital. Salary 
£670 p.a., less £150 p.a. for residential emoluments. The person 
appointed will work under the supervision of the Tuberculosis 
Medical Officer, who is also on the staff of this Hospital. There 
are 75 Beds and the work comprises all types of tuberculosis. 

The appointment may also include duties at another hospital 
in the group which is about to be converted for the treatment 
of tuberculosis. Good residential accommodation for a single 
person, male or female, is available. 

Applications to be forwarded immediately to— 

N. RICHARDS, Secretary, St. Helens and 
District Hospital Management Committee. 

_ Group Office, County Hospital, Whiston, near Prescot, Lanes. 
TAUNTON AND SOMERSET HOSPITAL. (Musgrove 
Park Branch and East Reach Branch.) (428 Beds—11 Resident.) 
Required, SENIOR HOUSE OFFICER (Physician). Salary in 
accordance with the National Health Service scale. The post is 
for a period of 1 year and the selected applicant will be required 
to take up his duties on Ist March, 1951. The successful 
applicant will be required to act as the Senior Resident, and 
to be responsible for general discipline. 

Applications, stating age, qualifications with dates, nation- 

ality, and details of experience, together with 2 recent testi- 
monials, should be sent immediately to the Secretary, Taunton 
Hospital Management Committee, Musgrove Park Hospital, 
Taunton. Somerset. 
THORP ARCH, BOSTON SPA, YORKS. MARQGUERITE 
HEPTON HOSPITAL. SENTOR HOUSE OFFICER required. 
Salary at the rate of £670 p.a. The Hospital contains 75 Beds 
for children undergoing long-stay orthopedic treatment. 
A small house (partly furnished) is available. 

Applications should be made to the undersigned as soon as 
possible fromm whom forms of application and further particulars 
may be obtained. = S.C. Epwanns, Secretary 

Leeds Group B Hospital Management (5 No. 22. 

Seacroft Hospital, Leeds. 

TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital, 230 Beds—8 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEF. Applications invited for appointment 
of HOUSE PHYSICIAN (Male or Female), post vacant 21st 
March, 1951. Salary and conditions of service in accordance with 
the terms laid down by the Ministry of Health. 

Applications, giving details of age, nationality, qualifications, 
and experience, together with copies of 2 recent testimonials, 
should be sent to the Administrative Assistant, Royal Cornwall 
Infirmary, Truro. 

TRURO. ROYAL CORNWALL INFIRMARY. (General 

Hospital—230 Beds ; 8 Residents.) WEST CORNWALL HOSPITAL 

MANAGEMENT COMMITTEE. Applications invited for vacant 
ost of HOUSE SURGEON (Male or Female) for General 
urgery and Gynecology. The successful candidate will be 

responsible jointly with the House Surgeon for the 74 Keds 

allocated to the 2 specialties. Salary and conditions of service 

in ~ aire cgaad with the terms laid down by the Ministry of 
ealth. 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Administrative Assistant, Royal Cornwall Infirmary. Truro. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—230 Beds ; 8 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEF. Required, CASUALTY HOUSE 
SURGEON (Male or Female), post now vacant. Salary and 
conditions of service in accordance with the terms laid down 
by the Ministry of Health. 

Applications, giving details of age, qualifications, and experi- 
ence, and enclosing copies of 2 recent testimonials, should be 
Tru to the Administrative Assistant, Royal Cornwall Infirmary, 

ruro. 


TUNBRIDGE WELLS. KENT AND SUSSEX HOS- 
PITAL, MOUNT EPHRAIM. TUNBRIDGE WELLS GROUP HOSPITAL 
MANAGEMENT COMMITTER, Applications invited from registered 
medical practitioners for post of SENIOR HOUSE OFFICER 
(ophthalmological). Applicants must have held house appoint- 
ments and have had experience in the specialty. The possession 
of a Diploma in Ophthalmology would be an advantage. Appoint- 
ment in accordance with the terms and conditions of service 
of hospital medical and dental staffs (Engiand and Wales) 
—s for an initial period of 1 year terminable on 3 months’ 
notice. 

Applications, stating age, nationality, particulars of experience, 
and qualifications, with the names of 2 referees, should be 
forwarded by 28th February, 1951, to— 

E. A. WacstaFF, Sec retary, 
Tunbridge Wells Group Hospital Management Committee. 
Sherwood Park, Pembury-road, Tunbridge Wells. 


WATFORD. SHRODELLS' HOSPITAL. (Generai 
Hospital—440 Beds.) Required, HOUSE PHYSICIAN (first 
or second post), to take up duty about 15th March. Salary on 
the national scale. The post would suit candidates for the 

2.C.P. as the Hospital is within reach of the London teaching 
classes. 

Applications, together with not more than 3 copies of testi- 

monials, should reach the Medical Officer-in-Charge as soon as 
possible. 
WATFORD MATERNITY HOSPITAL, King-street, 
watrorD. (53 Beds.) Required, RESIDENT OBSTETRICS 
OFFICER, post vacant Ist April, 1951. Appointment tenable 
for 6 months. National scale of salary according to experience. 
Post is recognised by the Royal College for the Diploma. 

Applications, with copies of 3 testimonials, to the Adminis- 

trator as soon as possible. 
WAKEFIELD. GENERAL HOSPITAL. (160 Beds.) 
Applications invited for appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER in General Surgery at above Hospital. 
The appointment is for 1 year initially and the terms and condi- 
tions of service are in accordance with the National Health 
Service Act and Regulations thereunder. 

Applications, giving full particulars of age, qualifications, 
experience, and appointments held, together with the names of 
3 referees, are to be sent immediately to the undersigned at 
Clayton Hospital, Wakefield. 

W. READ, Secretary, 

Hospital Management. Committee No. 9. ‘Wakefield A Group. 
WREXHAM. MAELOR GENERAL HOSPITAL. (513 
Beds. ) Applications invited for appointment of HOUSE 
SURGEON at the above Hospital, to commence in March, ae 
The appointment is recognised for the Diploma of F.R.C 
(Eng. and Edin.). Salary will be at the rate of £350, £400, a 
£450 p.a., according to experience, less £100 p.a. for full 
residential emoluments. 

Applications, stating age, nationaiity, qualifications, and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. 
WESTCLIFF HOSPITAL, Balmoral-road, Westclift-on- 
SEA. Required, RESIDENE HOUSE MEDICAL OFFICER 
at the above Hospital, post vacant 2nd April, 1951. Salary 
applicable to House Officers, according to previous posts held. 
The Hospital deals with communicable diseases in its wid 
sense—e.g., common exanthemata, primary pneumonias, infec- 
tions of the nervous system, tuberculosis, infective hepatitis, 
gustroenteritis, &c. In addition there is a ward for genera! 
medical cases. The appointment covers a wide field of medicine 
including pediatrics and offers excellent training for general 
practice. 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials, to be sent to the Secretary at the 
above Hospital as soon as possible. J.C. FIELD, Secretary. 
WELSH REGIONAL HOSPITAL BOARD. Wrexham, 
POWYS AND MAWDDACH HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for appointment of a REGISTRAR (general medicine) to serve 
the Wrexham Group of Hospitals. He will be based on the 
Maelor General Hospital, Wrexham, and will be resident. The 
appointment will be subject to review at the end of the first 
year. 

Forms of application should be obtained immediately from the 
Senior Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff 
WHISTON COUNTY HOSPITAL. (880 Beds.) Applica- 
tions invited for appointment of RESIDENT HOUSE 
PHYSICIAN. 6 months’ appointment. Salary £350—-£450 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Applications to be forwarded to the undersigned as soon as 
possible. N. RICHARDS, Secretary, 

St. Helens and District Hospital Management Committee. 
jroup Office, County Hospital, Whiston, near Prescot, Lancs. 
WHISTON. COUNTY HOSPITAL. (880 Beds.) Applica- 
tions are invited from suitably qualified practitioners for the 
following appointments : 
RESIDENT OBSTETRICAL AND GYNACOLOGICAL 
HOUSE SURGEON 

RESIDENT PAEDIATRIC HOUSE PHYSICIAN- 

6 months’ appointment. Salary £350-£50-£450 p.a., accord- 
ing to experience, less £100 for residential emoluments. The 
posts are recognised for the M.R.C.O.G. and D.C.H. examina- 
tions, respectively. 

Applications to ‘be forwarded as soon as possible to— 

N. RicHarps, Secretary 
St. Helens and District Hospital + scam Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lanes, 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE, 
HOUSE PHYSICIAN required, vacant 6th April. Salary at 
rate of £350, £400, or £450 a year, according to experience, less 
£100 for board and residence. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for General Surgery, vacant 
6th April. Salary at rate of £350, £400, or £450 p.a., according 
to experience, less £100 for board and residence. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT ANAESTHETIST required, vacant 2nd April. 
Salary at rate of £350, £400, or £450 p.a., according to experience, 
less £100 for board and residence. The hospital is recognised for 


e D.A. 
Applications, with copies of 2 testimonials, to the Secretary. 


ANS 
2 
| 
| 
7 | 
f 
- 
| 
; | 
| 
t 
D 
: | 
; 
d 
rd 
is 
| 
: 
al 
a 
e, | 
40 | 
ti- 
| 
ts. 
nd 
nt | 
at 
ont 
ry 
le. q 
vill 
an : 
ees 
ne, 
lon 
int - 
ior 
the 
Sa 
in 
for 
not 
don 
pad. 
WIC. 
USE 
y in | 
ssful 
= 
CER 
now. 
scale. 
Is of | 
for- 
: 
| 
| th | 
45 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


17, 1951 


WINDSOR. KING EDWARD vil HOSPITAL. 
OBSTETRICAL AND GYNASCOLOGICAL HOUSE SUR- 
GEON required, post vacant Ist April. uties will include 
House Surgeon to Peediatric Department. Salary on national 


ie. 
Applications, with copies of recent testimonials or names of 
3 referees, stating age, qualifications with dates, and nationality, 
to be sent to the Administrative Officer. 


WARWICK. CENTRAL MENTAL HOSPITAL, near 
WARWICK. JUNIOR HOSPITAL MEDICAL OFFICER 
required at the above Hospital, which contains 1600 Beds, 
including a Neurosis Unit and inpatient and outpatient clinics 
for adults and children. Postgraduate instruction is given. 
Salary £700 p.a. (for an officer appointed not less than 2 years 
after tration as a medical practitioner)—£50-£1000 p.a. 
A good house or, alternatively, a flatlet is available for which 
a charge will be made. The appointment is pensionable under 
el National Health Service (Superannuation) Regulations, 


Applications should be sent to the Medical Superintendent, 

giving the names and addresses of 3 referees, within a fortnight 
of the of this advertisement. 
WwoRK , NOTTS. KILTON HOSPITAL. (191 Beds.) 
HOUSE. PHYSICIAN required to commence duties on 12th 
March, 1951. Appointment for 6 months in the first instance. 
Salary at rate of £350-—£450, according to number of posts held. 
A deduction of £100 p.a. will be made in respect of residential 
emoluments, 

Applications, stating age, qualifications, nationality, together 
with copies of recent testimonials, to be forwarded to the 
Secretary, Worksop and Retford Hospital Management Com- 
mittee, Victoria Hospital, Worksop. 


WOLVERHAMPTON HOSPITAL MANAGEMENT Com- 
MITTEE, GROUP NO. 16, BIRMINGHAM REGION. Applications 
invited from registered medical practitioners for following 
appointments :— 
The Royal Hospital, Wolverhampton (an Associated 
nao of the University of Birmingham Medical 
Se 
RGEON (Fracture and Orthopedic Department), 
vacant now 
ar HOUSE a FICER (Ear, Throat and Nose Depart- 


HOUSE’ SURGEON (Ear, Throat and Nose Department), 
vacant now. 
New Cross Hospital, Wolverhampton 
HOUSE PHYSICIAN, vacant now. 
All appointments subject to terms and conditions of service 
issved by the Ministry of Health. 
Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 
The Royal Hospital, Wolverhampton. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY- 
(Acute General Hospital—-225 Beds.) Applications invited from 
registered medical practitioners (Male or Female) for the follow- 
ing appointments :— 

HOUSE PHYSICIAN. 

CASUALTY OFFICER. 

Post of House Physician vacant 15th March, and that of 
Casualty Officer 4th April. Terms and conditions in accordance 
with scale agreed for hospital medical and dental staffs (House 
Officer grade). 

Applications, stating age, qualifications with dates, and 
nationality, together with the names of 2 referees, should be 
forwarded to the ee as soon as possible. 

Hurst, Secretary 
Wigan and Leigh 1 Hospital Management Committee. 
Knowsley House, Wigan, 6th February, 1951. 


YORK A AND TADCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the following posts :— 

County Hospital, York (General Hospital of 269 Beds) 

~ — York (Modern General Hospital of 265 

Yearsley Bridge Hospital, York (Infectious Diseases 
Hospital of 86 Beds) 

JUNIOR HOSPITAL MEDICAL OFFICER (pediatrics 
and infectious diseases). To spend approximately half of time 
in connection with pediatric duties at the County Hospital 
(22 pediatric Beds), City Hospital (32 pediatric Beds), and 
other hospitals in the group, and approximately half of time at 
Yearsley Bridge Hospital. Candidates should have had previous 
experience of pediatrics and infectious diseases. Preference 
will be given to holders of the D.C.H. Salary £700—£50—£1000, 
with deduction of approximately £170 if resident. The post is 
vacant immediately. Residential accommodation is available ; 
otherwise applicant will be required to live near hospital. 

County Hospital, York (General Hospital of 269 Beds 
with full Consultant staff) 

CASUALTY OFFICER (with charge of pr age Beds). 
The post is graded Junior Hospital Medical Officer, £700-£50-— 
£1000, and is vacant immediately. Residential accommodation 
is available but special arrangements can be made if the applicant 
wishes to be non-resident or partly resident. The deduction for 
full residence will be £153 p.a. but otherwise will be reduced or 
with entirely 

RESIDENT HOUSE PHYSICIAN. Post vacant from 10th 
March, 1951, for period of 6 months. Salary £350 for first 
post. held, £400 for second post, and £450 for third post, less 
£100 for residence. 

Applications, giving details of age, nationality, experience, 
and qualifications, together with the names of 2 referees, to be 
forwarded immediately to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary 

York A and Tadcaster Hospital Management c Sousmnlttes. 

Bootham Park, York. 
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NEW YORK. ALBANY HOSPITAL, Albany, New York. 
(Affiliated with Albany Medical College.) Available at above 
Hospital beginning Ist July, 1951, the following positions : 
2-year ROTATING INTERNSHIPS, SURGICAL INTERN- 
SHIPS, and 3-year eine set in General Practice. 

For further information write : MENEELY, Jr., M.D., 
Assistant Dean, Albany Medical Golinge ‘Albany, 


Public Appointments 


BRADFORD. CITY OF BRADFORD. Applications are 
invited from registered medical paneer. cae the-posts of 
ASSISTANT MEDICAL OFFICERS OF HE H (2 vacancies 
exist). The duties will be mainly concerned aut school medica) 
and child welfare work. The persons appointed will also be 
required to undertake such other duties in the Health Depart- 
ment as may be decided by the Medical Officer of Health from 
time to time. Preference will be given to candidates holding the 
D.P.H. or the D.C.H. Salary £735 p.a., rising by annual incre- 
ments of £25 to a maximum of £935, subject to revision in 
accordance with any nationally determined scale. The posts are 
subject to the terms of the Local Government Superannuation 
Act, 1937, and the successful candidates will be required to pass 
a medical examination. No housing accommodation is provided. 

Forms of application may be obtained from the Medica! 
Officer of Health, Town Hall, Bradford, and should be returned 
to the undersigned not later than 3rd March 

. LEATHEM, Town Clerk. 
Town Hall, Bradford, 31st January, 1951. 


COLONIAL MEDICAL SERVICE. In the larger Colonies 
MEDICAL OFFICERS are required for general duties, includi 
hospital and district work. These appointments offer grea’ 
scope for the practice of many branches of medicine and surgery 
with a considerable measure of independence and persona) 
responsibility. Appointments can be made on a permanent 
basis with pension (non-contributory) at age of 50 or 55, or ona 
temporary basis with gratuity. Secondment from the Nationa! 
Health Service can usually be arranged for periods up to 6 
zones with continuation of superannuation contributions and 

he payment of a resettlement grant on reversion to the Nationa! 
Health Service. Salaries range from £860 to £1630 a year, the 
starting salary depending upon age and experience. In most 
territories in Africa the scale for newly appointed doctors with 
an approved higher qualification is £1050-£1600 a year, with a 
higher point of entry according to experience. There are many 
specialist and administrative posts with salaries above this 
scale available for officers in the Service on promotion. Free 
passages are granted in both directions. Income-tax is very 
low. Tours of service vary from 10 months in Nigeria to 4 
years in Kenya. Houses with heavy furniture are provided in 
most territories at a rent of about 10% of salary. Annual 
local leave is available and generous home leave is granted after 
each tour. Study leave on full pay is available for those who 
wish to acquire higher qualifications. Social and recreational) 
amenities are good. Officers serving in East and Central Africa 
usually prefer to educate their children within that area, where 
schooling is available, or in South Africa. The short tours in 
West Africa enable frequent visits to be made to children being 
educated at home. Many officers have — children with them 
in West Africa until they reach school ag 

Application forms can be the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Great Smith-street, London, S.W.1. (Ref. no. 
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HERTFORDSHIRE COUNTY COUNCIL. Applications 


are invited from duly registered medical practitioners for appoint-- 


ment as SENIOR MEDICAL OFFICER. Candidates should 
hold the D.P.H., or equivalent qualification, and should have 
had practical experience in maternity and child welfare and 
school health services. Salary £1100, rising by biennial increments 
of £50 to maximum of £1300 p.a., with travelling and sub- 
sistence allowances on the County scale. The Authority will 
shortly be considering adoption of the award recently made by 
the Industrial Court. 

Application forms and particulars can be obtained from the 
County Medical Officer, County Hall, Hertford, Herts, to 
whom they should be returned within 14 days of the publication 
of this advertisement. 


ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers 
in the Royal Navy—preferably below 28 years. 


They must be British subjects whose parents are 
British subjects, and be medically fit. No examination 
will be held but an interview will be required. 


Initial entry will be for 4 years’ short service after 
which gratuity of £600 (tax free) is payable, but per- 
manent commissions are available for selected short 
service officers. 


Officers entered on or after Ist January, 1951, will be 
eligible to be considered for ante-dates of seniority up to 
2 years for service in recognized civil hospitals, etc. 


For full details apply MEDICAL DIRECTOR-GENERAL, 
Admiralty, 8.W.1. 
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COMMONWEALTH OF AUSTRALIA. Department of 
HEALTH. Applications are invited from British and Irish 
graduates for appointment as MEDICAL OFFICERS in the 
Northern Territory of Australia. y range £(Australian) 
1610-1778 actual p.a. These salaries include the variable cost- 
of-living loading which, at present is £(Australian)204 p.a. 
In addition, a district allowance is paid. This varies from 
£(Australian )60-£(Australian)150 according to locality and 
marital status. Duties are similar to those of general practice 
combined with hospital work. Younger men with a few years’ 
experience since graduation preferred. 

Applications should be addressed to the Chief Medical Officer, 
Australia House, Strand, London, W.C.2. 


GOVERNMENT OF IRAQ. Professor of Surgery 
required by the Government of Iraq for the Royal Hospital 
and Medical College, Baghdad. Salary Iraqi Dinars 3000 a 
oa (1.D. 1 equals £1), plus high cost-of-living allowance of 

tween I.D. 120 and I.D. 168 a year, according to number of 
dependants. Appointment will be on contract for 3 years in 
the first instance. Provident Fund. Free first-class passages. 
Liberal leave on full salary. Candidates must be British subjects, 
hold specialist qualifications, and have had several years’ 
specialist experience. 

Apply at once by letter, stating age, full names in block 
letters, and full particulars of qualifications and experience, 
and mentioning this paper to the Crown Agents, 4, Millbank, 
London, S.W.1, quoting MSA 922/5G on both letter and envelope. 
The Crown Agents cannot undertake to acknowledge all applica- 
tions and will communicate only with applicants selected for 
further consideration. 


HIS MAJESTY’S COLONIAL SERVICE, Hong Kong. 
A SENIOR SOCIAL HYGIENE OFFICER is required. 
Appointment will be on 2 years’ probation for permanent and 
pensionable employment. Salary, including pensionable 
expatriation pay, is in the scale $(H.K.)1640 —$2273 a month 
(£1230-£1705 a year: one Hong Kong dollar equals 1s. 3d.). 
A cost-of-living allowance is also paid. Free passages in both 
directions for an officer, his wife, and up to 3 children under the 
age of 18. Income-tax at low rates. Tours of service are of 4 
years’ duration. If available, housing and heavy furniture are 
provided at a low rental. Annual local leave is permissible and 
gum home leave is granted after each tour. The climate of 

ong Kong is favourable for Europeans ; there is a cool dry 
winter and a well-marked change of seasons. Education up to 
university standard is available for children in the Colony. 
Candidates should preferably be between 35 and 40 years of 
age and should possess a medical qualification registrable in 
the United Kingdom and have had experience in social hygiene 
work (particularly public health). 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
oy Great Smith-street, London, S.W.1 (quoting reference 
2 5/295). 


HIS MAJESTY’S COLONIAL SERVICE, Jamaica. 
MEDICAL OFFICER (Specialist) pathology, required to 
take charge of the Pathological Laboratory at the Kingston 
Public Hospital, to perform post-mortem examinations, to 
be in charge of such clinics as are necessary for the maintaining 
of his knowledge of clinical, medical, and surgical pathology, 
and to be responsible for the teaching and training of junior 
Medical Officers in standard post-mortem procedures. Appoint- 
ment willgbe on agreement for 2 years in the first instance. 
Salary scale is £900-£50-£1050 a year. Temporary bonus of 
£82 5s. 10d. a year and an allowance of £150 a year are also 
payable. No quarters are provided. Free return passages pro- 
vided for the Officer, his wife, and children, up to 5 persons in 
all. Income-tax at local rates. Leave on full salary is earned 
at the rate of 7 days for each completed 3 months of resident 
service. Secondary education is available for children in the 
Colony. Candidates must hold the M.R.C.P. and have had special 
training and experience in clinical pathology and morbid 
histology. 

Application forms may be obtained on request in writing 
(quoting reference no. 27215/207) from the Director of Recruit- 
ment, Colonial Office, Sanctuary Buildings, London, 8.W.1. 
HIS MAJESTY’S COLONIAL SERVICE, Uganda. A 
LEPROLOGIST is required to advise the Government of 
Uganda on the treatment and control of leprosy, to supervise 
the work of the existing leprosaria under the control of religious 
organisations, to investigate the incidence and mode of trans- 
mission of the disease, and to organise treatment through 
Government medical units throughout the Protectorate. 
Appointment will be on 2 years’ probation for permanent and 
pensionable employment, or on secondment from the National 
Health Service for periods up to 6 years without loss of super- 
annuation rights and the payment, on reversion to the National 
Health Service, of a resettlement grant of 20% of the aggregate 
of salary during the period of secondment. Salary is in the 
scale £1600-£1700. Quarters provided at a low rental. Free 
first-class p are provided on appointment and on leave 
for officer, wife, and children up to the cost of three first-class 
adult passages. Income-tax at low rates. The tour of duty 
is 30-36 months. Generous home leave. The climate of Uganda 
is tropical but not unpleasant, although there are parts of the 
country which are hot and dry. There is 1 Government primary 
school in Uganda. Primary and secondary education may be 
had in Kenya: travelling expenses are paid by the Uganda 
Government in respect of all European children educated in 
Kenya. Candidates (Male) should possess a higher medical 
qualification and should have had clinical and laboratory 
experience of leprosy. Experience in administration of 
leprosaria is also required. Experience of health surveys and 
therapeutic trials advisable. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Smith-street, London, S.W.1 (quoting reference 
27215/224). 


DONCASTER. COUNTY BOROUGH OF DONCASTER. 
Applications are invited from registered medical practitioners 
holding a D.P.H. or similar qualification for the post of 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 
SCHOOL MEDICAL OFFICER at a commencing salary of 
£960 p.a. Preference will be given to candidates who have had 
clinical and administrative experience in public health and 
school health work, &c. The person appointed will be required 
to devote the whole of his time to the duties of the office. He 
will be responsible to the Medical Officer of Health and will be 
expected assume responsibility for the Department in his 
absence. The post, which is superannuable under the National 
Health Service (Superannuation) Regulations or Local Govern- 
ment Superannuation Act, 1937, will be terminable by 3 months’ 


notice on either side at any time and the successful candidate . 


will be required-to pass a medica] examination. The person 
appointed will be required to account for and hand over to the 
Council all fees and other payments received by him in con- 
nection with the office. 

Applications, giving age, full particulars of experience, and 
qualifications, and accompanied by 3 recent testimonials or 
the names and addresses of 3 referees, should be forwarded to 
the Medical Officer of Health, Wood-street, Doncaster, from 
whom further information can be obtained, not later than the 
28th February, 1951. H. S. ESsENHIGH, Town Clerk. 

Town Clerk’s Office, 1, Priory-place, Doncaster. 


LUTON. BOROUGH OF LUTON. Applications are 
invited for appointment of DEPUTY MEDICAL OFFICER 
OF HEALTH AND DEPUTY SCHOOLS MEDICAL OFFICER. 
Salary £1110-—£50-—£1260 p.a., subject to amendment on the 
adoption of a new national scale. Car allowance appropriate to 
a 10 h.p. car. 

Full particulars and conditions of appointment may be obtained 
from the undersigned, to whom applications should be delivered 
not later than 5th March, 1951. 

Town Hall, Luton. W. H. Ropinson, Town Clerk. 


LONDON COUNTY COUNCIL. Applications are invited 
from registered medical practitioners for appointment as 
VISITING MEDICAL OFFICER to 367, ‘ulham-road, a 
large welfare home for homeless families. Temporarily 80 
women and 220 children are resident but when the Home is 
fully occupied, there will be about 560 persons resident, including 
about 410 children. The provisional remuneration (subject to 
review) is £150 a year, exclusive of any fees receivable: from 
the Executive Council. 

Further particulars are set out on the form of application 
obtainable from the Medical Officer of. Health (PH/D.1), The 
or al ay S.E.1, which should be returned by 10th March, 
1951. (145.) 


LEEDS. CHAPEL ALLERTON HOSPITAL. Ministry 
OF PENSIONS. (A Hospital of 415 Beds for the treatment of 
general, medical, surgical, orthopedic, and limbless cases.) 
Required, SENIOR HOUSE OFFICER (Junior Registrar 
grade), resident or non-resident. This post offers experience 
mainly in general surgery and applicants should have held the 
usual resident appointments. Salary at the rate of £670 p.a. 
(living out). There is the usual deduction for residential emolu- 
ments, if living in. p 

Applicants should state age, nationality, qualifications with 
dates, and send copies of 3 recent testimonials, to the Director 
General of Medical Services, Ministry of Pensions, M.S.2, Norcross, 
Blackpool, Lancs. 


LEEDS. CHAPEL ALLERTON HOSPITAL. Ministry 
OF PENSIONS. (A Hospital of 415 Beds for the treatment of 
general, medical, surgical, orthopedic, and_limbless cases.) 
Required, SENIOR HOUSE OFFICER (Junior Registrar 
grade), resident or non-resident. This post offers experience 
mainly in general medicine and applicants should have held 
the usual resident appointments. Salary at the rate of £670 p.a. 
(living out). There is the usual deduction for residential 
emoluments, if living in. 

Applicants should state age, nationality, qualifications with 
dates, and send copies of 3 recent testimonials, to the Director 
General of Medical Services, Ministry of Pensions, M.S.2, 
Norcross, Blackpool, Lancs. 


MIDDLESEX COUNTY COUNCIL. . County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (Male or 
Female) required initially in Area 8 (Uxbridge, Ruislip-North- 
wood, Yiewsley/West Drayton, Hayes/Harlington). Duties 
mainly supervision of health of young children attending Infant 
welfare centres, toddlers clinics and day nurseries with 
routine medical inspection at schools and attendance at clinics 
for school-children, D.P.H. or D.C.H. an advantage. Salary 
£675-£25-£875 p.a., plus cost-of-living bonus (now £60 p.a.) 
subject to review. Similar or previous Local Authority service 
will determine commencing salary as Askwith memorandum. 
Established subject to medical examination and prescribed 
cor ditions. 

Avplications (no forms), names of 2 referees, to Area Medica) 
Officer, Local County Offices, High-street, Uxbridge, by 3rd 
March (quoting J.43.L.). Canvassing disqualifies. , 

C. W. RaDcuiFFE, Clerk of the County Council. 


QUEEN MARY’S HOSPITAL, Roehampton, London, 
S.W.15. MINISTRY OF PENSIONS. (A Hospital of 650 Beds for 
the treatment of general medical, surgical, orthopeedic, neuro- 
surgical, plastic, tropical, and limbless cases.) Required, SENIOR 
HOUSE OFFICER (Junior Registrar grade), resident or non- 
resident. This post offers experience mainly in general medicine 
and applicants should have held the usual medical appointments. 
Salary at the rate of £670 p.a. (living out). There is the usual 
deduction for residential emoluments, if living in. 

Applicants should state age, nationality, qualifications with 
dates, and send copies of 3 recent testimonials, to the Director 
General of Medical Services, Ministry of Pensions, M.S.2, 
Norcross, Blackpool, Lancs. 
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ROYAL NEW ZEALAND NAVY. Candidates are invited 
for service as MEDICAL OFFICERS in the Royal New Zealand 
Navy. Candidates must be of British birth and parentage, 
registered under the Medical Acts, and medically fit. Entry for 
3 years’ Short Service Commission. Pay and allowances as 
governed by R.N.Z.N. regulations. On entry, as Surgeon- 
Lieutenant with 2 years’ seniority 32s. 10d. per day. 

Professional allowance 14s. 6d. per day. 

Marriage allowance 3s. per day, depending on conjugal status. 

Separation allowance 3s. 3d. per day, depending on conjugal 

status. 
or 

Shore allowance 4s. 6d. per day. 

Uniform upkeep allowance 1s. 1d. per day. 

Uniform grant on entry £121 10s. 

Full details from Royal New Zealand Naval Headquarters, 
Halifax House, 51-55, Strand, London, W.C.2. 


SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for posts of SPECIALIST. 
It is preferable that candidates should not be over the age of 
40 years and should have considerable specialist experience in 
addition to one of the following higher qualifications :— 
Medical Specialist, M.R.C.P. 
Surgical Specialist, F.R.C.S. 
Appointment will be on probation for short-term contract 
{with bonus) for a period not exceeding 6 years on a salary scale 


££1644—-£E1812-£E1953-£E2093, all increments being biennial. 


Salary on appointment will be fixed according to age, experience, 
and qualifications of the candidate. The contract will provide 
for a bonus of 1 month’s salary for each year of service from date 
of appointment subject to a maximum of 6 months’ salary and 
subject to satisfactory completion of agreed contractual period. 
Cost-of-living allowance varying between £E142 and £E352 p.a., 
according to the number of dependants is at present payable. 
— is no Income-tax in the Sudan. Free passage on appoint- 
ment. 

Further particulars and application forms may be obtained 
on application to the Sudan Agent in London, Wellington 
House, Buckingham-gate, London, 8.W.1. Please mark on the 
envelope the post applied for. 

WORCESTERSHIRE COUNTY COUNCIL. Applications 
are invited from suitably qualified medical practitioners (Men 
or Women) for appointment of SENIOR ADMINISTRATIVE 
MEDICAL OFFICER for maternity and child welfare. The 
appointed officer will act under the general direction of the 
County Medical Officer and will be engaged in the main on the 
administrative duties of the maternity and child welfare scheme 
although some clinical or other work may be required to be 
undertaken. The appointment will be terminable by 3 months’ 
notice by either party. The salary will be at the rate of £1035, 
rising by £50 biennially to £1222 10s. p.a., or in accordance 
with any other national scale which may become operative. 
The appointment will be superannuable and will be subject 
to a satisfactory medical examination. The successful applicant 
will be required to reside in or near Worcester and should be in 
possession of and be able to drive a car for which a travelling 
allowance in accordance with the Council’s scale will be paid. 

Applications on forms to be obtained from the County Medical 
Officer, County Buildings, Worcester, should be submitted 
without delay and, if possible with 3 but not more, recent 


testimonials. W. R. ScurFIELD, Clerk of the Council. 

Shirehall. Worcester, February, 1951. (0.118.) 
WORCESTER. RONKSWOOD HOSPITAL. Ministr 
OF PENSIONS. (A Hospital of 453 Beds for medical, surgical, 
neurosurgical, and tropical cases.) Required, SENIOR HOUSE 
OFFICER (Junior Registrar grade), resident or non-resident. 

his post offers experience mainly in general surgery and 
applicants should have held the usual resident appointments. 
Salary at the rate of £670 p.a. (living out). There is the usual 
deduction for residential emoluments, if living in. 

Applicants should state age, nationality, qualifications with 
dates, and send copies of 3 recent testimonials to the Director 
General of Medical Services, Ministry of Pensions, M.S.2, 
Norcross, Blackpool, Lancs. 


WORCESTER. ,RONKSWOOD HOSPITAL. 
OF PENSIONS. (A Hospital of 453 Beds for medical, surgical, 
neurosurgical, and tropical cases.) Required, SENIOR HOUSE 
OFFICER (Junior Registrar grade), resident or non-resident. 
This post offers experience in general and tropical medicine 
and applicants should have held the usual resident appointments. 
Salary at the rate of £670 p.a. (living out). There is the usual 
deduction for residential emoluments, if living in. 

Applicants should state age, nationality, qualifications with 
dates, and send copies of 3 recent testimonials, to the Director 
General of Medical Services, Ministry of Pensions, M.S.2, 
Norcross, Blackpool, Lancs. 


General Practice 


for an Executive Council post apply on form E.C.16a obtainable from 
the council. Mark envelope ‘*Vacancy.’’ 


BOWDON, CHESHIRE. Applications invited for Vacancy 
(chiefly urban). List at present approximately 1400. Residence 
and surgery available. Apply on E.C.16A before 28th February, 
1951, to FREDERICK HayTER, Cheshire Executive Council. 

28, Nicholas-street, Chester. 
BURNLEY. Applications are invited for Vacancy (urban). 
List at present approximately 1480. Residence and surgery 
available for purchase. Apply on Form E.C.16A, before 28th 
February, 1951, to R. A. BAXTER, Clerk of the Council. 

92, Manchester-road, Burnley. 


LIVERPOOL EXECUTIVE COUNCIL. Liverpool (Old 
SWAN). Applications invited for medical practice VACANCY 
(urban). List at present approximately 1300. Residence and 
surgery available for purchase. Failing that, accommodation to 
the satisfaction of the Council must be provided. Applications 
(Form E.C.164) to the undersigned not later than Wednesday. 
28th February, 1951, giving details of professional experience 
age, and other supporting particulars, and any references it is 
desired to submit. 
J.G. DoncastTER, Clerk, Liverpool Executive Council. 
36, Princes-road, Liverpool, 8. ‘ 


Appointments : Too Late for Classification 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
Applications invited for post of HOUSE SURGEON at the 
above Hospital, which is a busy general hospital of 225 Beds. 
Terms and conditions of appointment are in accordance with 
Whitley Council scales for hospital medical and dental staffs. 

Applications, stating age, nationality, qualifications, and 
previous medical appointments, together with the names oj 
2 referees, should be received by the undersigned as soon as 
possible. T. W. Hurst, Secretary, 

Wigan and Leigh Hospital Management Committee. 

HERTFORD COUNTY HOSPITAL, Hertford, Herts. 
(171 Beds.) Applications invited for appointment of CASUALTY 
OFFICER and SECOND HOUSE PHYSICIAN (Male), joint 
post (first or second post held), duties to commence 1‘th March, 
1951. 6 months’ appointment. Salary at rate of £350-€400 
p.a., less £100 residential emoluments. R practitioners within 
3 months of qualification may apply. 

Applications to-the Secretary, Mr. P. G. Brooks, Hertford 
No. 1 Group Hospital Management Committee, Hertford 
County Hospital, Hertford, Herts. 


Hospital Services : Non-Medical Appointments 


BEXLEY HOSPITAL, Dartford Heath, Bexley, Kent. 
(1220 Female Beds.) ASSISTANT MATRON. Applications 
are invited for this post from doubly qualified nurses with 
ward sister’s experience who wish to take up administrative 
work in a progressive mental hospital. 

Written application to be made to the Matron, 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABI- 
LITATION CENTRE, BIRMINGHAM, 15. GROUP 25 BIRMINGHAM 
(SELLY OAK) HOSPITAL MANAGEMENT COMMITTEE. MEDICAL 
LABORATORY TECHNICIAN (Technician grade) required 
at Pathology Department. Experience in hematology is essential 
and in bacteriology and biochemistry desirable. Salary and 
conditions of service according to Whitley Council agreement. 

Further details may be obtained from Pathologist at Hospital. 
Applications in writing, together with the names of 2 referees, 
to be forwarded to the Administrator as soon as possible. 


Miscellaneous 


HEALTH SERVICES ACT (NORTHERN IRELAND), 1948 
AND HEALTH SERVICES (MEDICAL PRACTICES COMP®NSATION) 
REGULATIONS (NORTHERN IRELAND), 1950 


COMPENSATION TO DOCTORS FOR LOSS OF THE RIGHT TO SELL 
THE GOODWILL OF THEIR PRACTICES : 

Doctors are reminded that the statutory time limit for the 
submission of claims for compensation under the Health Services 
Act (Northern Ireland), 1948, is 28th February, 1951. 

Any Doctor who believes he is eligible for compensation but 
has not yet completed the necessary claim forms (C.M. 701 
and C.M. 702) should do so immediately. Forms may be obtained 
from the Northern Ireland General Health Services Board, 
27, Adelaide Street, Belfast, or the Ministry of Health and 
Local Government, Stormont, Belfast. 

It is emphasised that claims must be lodged with the Ministry 
on or before 28th February, 1951. 

Ministry of Health and Local Government. 

Stormont, Belfast, 12th February, 1951. Pty Oe 
Radiological Partnership in old-established firm in large 
and rapidly expanding coastal cjty in South Africa, with idea) 
climate (Mediterranean type). Share yielding over £3200 nett 
p.a. for sale. Practice figures increasing yearly. Two remaining 
partners. Practice does all radiological work for hospital of 
450 Beds. Rooms and apparatus of most modern type. HKasy 
deferred terms to suitable applicant.—Address, No. 514, THE 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
“Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 1s. fee to: M.O. 
LABORATORIES LTP., 24, Welbeck-way, London, W.1. | 
New Cars stay new if the upholstery is protected by loose 
covers.—Write or phone: CAR COVERALL, Department 9, 
168, Regent-street, London, W.1 (REGent 7124-5). 
Typewriting. Accurate speedy service. Testimonials, 
theses, notes. —Harris, 15, Arkwright Mansions, Finchley-road, 
N.W.3 (HAMpstead 7949). 


Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 


Cardiatron American Portable Direct-writing Electro- 
cardiograph for Sale. Paper and service available. Offers 
invited.—Address, No. 512, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 
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* Cremotresamide ’ is a delicious lime-flavoured 
suspension which not only takes advantage of the 
freedom from renal toxicity offered by using three 
sulphonamides in combination, but provides even 
greater security by employing as a component the 
extremely soluble and active sulphonamide, 
Sulphacetamide. 


* Cremotresamide ’ reduces the incidence of crystalluria 
and toxic reactions to a minimum and obviates, in the 
majority of cases, the necessity for alkalisation. 


* Cremotresamide ’ combines low toxicity with excellent 
tissue distribution and good therapeutic efficiency. 


* Cremotresamide ° is particularly acceptable to children, 
but will be found useful in all age groups. 


Sharp & Dohme Ltd., Hoddesdon, Herts. 


Cremotresamide 


Triple Sulphonamide Suspension 


For even greater security in sulphonamide 


therapy ! 
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Aureomycin, discovered by Lederle research workers, is now 
available in crystalline form of extreme purity, which shows a 
\ corresponding reduction in side effects. Acclaimed as the 
most versatile antibiotic known, it is being used with success 

in the following conditions : 


Acute amoebiasis Lymphogranuloma venereum 
Bacteroides septicaemia Ophthalmic infections 
Brucellosis Peritonitis 


Genito-urinary infections Pertussis infections 

Gonorrhoea (resistant) Primary atypical pneumonia 

Gram-positive infections Sinusitis 

Gram-negative infections | Sub-acute bacterial endocarditis 

H. influenzae infections Surgical pyogenic infections 
Typhus, etc. 


Fuller details on request. 


LEDERLE LABORATORIES DIVISION 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2. 
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